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Editorial 





SMOKING AND CANCER 


CERTAIN facts have been presented by the Medical Research 
Council and others which clearly indicate that smoking involves 
serious hazards to health and life. The principal hazards are lung 
cancer, tuberculosis, and chronic bronchitis. Lung cancer as a 
public health problem is unique in that there is no other measure 
for its control than health education. Though the menace is great 
and the cost to the nation enormous, there is no sign as yet that the 
educational effort needed is going to be financed on the scale that it 
requires ; were the agent of prevention some inoculum or medicine, 
one doubts whether finance would be such a stumbling block. 

Health authorities, health educators and members of the medical 
and nursing professions have, however, a clear duty to make 
information available to people in the most thorough and effective 
way possible. This means, quantitatively, the means of information 
must be sufficient to reach the people ; qualitatively, the information 
must be such that laymen can understand it. Opportunity must 
exist for them to discuss the information with a qualified person. 

Smoking is largely a personal habit and its hazards and 
satisfactions are individual. Smoking by one individual, though 
possibly disagreeable to others, has not been shown to carry any 
risk for others who are non-smokers. There is therefore little, if 
any, justification on epidemiological grounds, for exerting undue 
pressure on smokers to give up the habit for the protection of the 
community. Alarmist approaches or other forms of psychological 
warfare are likely to be ineffective or actually to boomerang on their 
users. The facts against smoking are sufficiently strong by 
themselves, but it must be remembered that the factors in favour of 
smoking have been insufficiently studied. It can be argued that 
there are certain individuals in whom the risk of cancer would be a 
cheap price to pay for 30-40 years of satisfaction or peace of mind. 
We need to know more about the psychological effects of giving it 
up on people for whom it is clearly a “* comforter ”’. 

The respects in which smoking has social implications are (1) that 
smoking on the part of adults, and particularly by members of the 
medical and nursing professions, is an example to adults in general 
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and to youth—one might say that smoking is the best advertisement 
for smoking : (2) that the investigation and treatment of lung 
cancer is very expensive and ineffective, and a substantial charge on 
the rest of the community. 

Doctors, nurses and health educators are therefore in a special 


position, for their smoking will be taken by others as a statement of 


their expert belief, rather than their state of addiction. It thus 
has special social repercussions. 

Parents smoking may or may not be an example to their children, 
depending on their age. Research is required to find out whether 
in fact adolescents react against such parental habits or follow them. 

In dealing with any aspect of cancer care must be exercised not to 
aim positively at increasing alarm, for cancer already produces a 
degree of anxiety among many people which is itself unhealthy and 
distressing, and leads to rationalisation, concealment and other 
results undesirable from the point of view of early treatment. 
Though the recounting of facts such as those concerning smoking 
and cancer is bound to alarm some people, the withholding of the 
information would be more harmful and impossible to defend 


ethically. The condoning by professional people of the kinds of 


doubts and rationalisations being fostered by the tobacco interests 
should be met by the factual findings from Britain, U.S.A. and other 
countries. In this field the health educator must tread with care. 
There is the temptation, when habits that give pleasure are being 
discussed, for passions of a puritancial sort to lead to gross over- 
Statements, to nagging, bullying and the unscrupulous use of 
psychological devices for making people feel guilty about what they 
enjoy. 

The following are reasonable and ethical aims of any health 
education programme concerning smoking and lung cancer: to 
prevent young people acquiring the habit of smoking : to encourage 
unaddicted smokers to give up altogether ; to give maximum moral 
support to those endeavouring to abstain ; to counteract propaganda 
in favour of smoking. 
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A SANE APPROACH TO 
THE MENTALLY ILL 





By ANN ORBACH. 





It 1s hoped that the Royal Commission on Mental Illness and 
Mental Deficiency, who published their report last June, have paved 
the way for a drastic reform of the law and a new era of freedom 
for the mental patient. 

Such a revolution will never come about as long as people feel 
the need for locked doors and high walls where * lunatics ” can be 
hidden away and society protected. Changes in the law will need 
to be accompanied by a public change of heart. Health education 
is in fact essential. 

Those who look on freedom for the mental patient as a new and 
dangerous experiment may be surprised to learn that, in the little 
provincial town of Geel in Belgium, it has been the custom since 
medizval times to accept the mentally ill as self-respecting citizens, 
fit to share the normal life of the community. This tradition has its 
origin in the legend of a saint, whose tomb was reputed to work 
miraculous cures. Geel became a place of pilgrimage for the 
mentally ill, who by their numbers created a social problem. But 
the local population did not turn them away. Instead they 
welcomed them to their homes and treated them as members of 
their own families. The system, which came to be known as 
* family care "’, was at first controlled by the church. But, with the 
development of modern psychiatry, its value became recognised by 
the medical profession and it is now supported by the state. 

The State Hospital, founded in 1821, acts as a centre for new 
patients. After a few weeks’ observation, social workers place 
them in suitable homes. Payment to families is meagre, and they 
take patients, not for profit, but in a spirit of vocation. Few restric- 
tions are imposed, much being left to the discretion of the foster 
families. The townspeople as a whole make themselves responsible 
for seeing that the patients do not stay out after dark or frequent 
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cafés at unsuitable hours. Jobs are given according to ability. 
The visitor to Geel might have his car filled at the pump by a mental 
patient or be served by one in a shop. Many work in the houses, 
others on the small farms that surround the town. Conditions of 
work are those of normal life. The community, whether sane or 
insane, has to work for its living. 

We have much to learn from Geel, especially from her normal 
inhabitants, who for centuries have been setting us an example of 
tolerance and understanding which we would do well to emulate. 
But, although Geel has served as an example for similar communities 
in other countries, it has remained unique in Belgium. 

In fact, Belgian law appears more antiquated than our own, 
and still insists that only certified patients may be paid for by the 
state. Hence the patients treated at Geel, despite their freedom and 
acceptance by the local population, still have the stigma of certi- 
fication and the town is referred to in other parts of Belgium as 
“the town of lunatics”. Neither is the system of * family care ” 
the only answer, nor even necessarily the most desirable. Whereas 
in Geel the patient is given a substitute home so that he is freed from 
the conflicts which may have contributed to his disease, the tendency 
in Britain today is to keep the patient in his own home for as long as 
possible. We work with the whole family and try to solve the 
patient’s problems in their own social setting. Many attend 
out-patient clinics. Others who need more intensive treatment 
can sleep at home and spend all day in a “ day hospital ”’. 

There are thirteen “ day hospitals’ established in England so 
far and they have grown up independently, some as annexes of 
established mental hospitals, others seeking to replace the resident 
hospital almost completely. These day mental hospitals seem to 
have anticipated many of the recommendations made in the Royal 
Commission’s report. Entry is quite informal and the patient 
is never isolated from the daily life going on around him. He is also 
saved the sudden upheaval of “* going into hospital * and the shock 
of coming out and facing a cold, indifferent world. The treatment 
often involves the whole family, and, because it extends beyond 
the hospital walls, it may affect the whole community. Dr. Joshua 
Bierer, founder of the Marlborough Day Hospital in St. John’s 
Wood, works with missionary zeal to educate the man-in-the-street. 
As well as public lectures in Hampstead Town Hall, he runs courses 
for parents and teachers in the Day Hospital itself and persuades the 
community to accept the mentally ill among them as charitably 
as they do those who are physically ill. 
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The big state mental hospitals, although they retain too often the 
prison-like appearance of a former age, have also relaxed their 
routine to allow the patients certain rights as individuals. Often 
they run their own social clubs and are free to choose their activities 
and air their opinions. A great advance is the unlocking of hospital 
doors. Some have gone so far as to remove every lock, even those 
of the refractory wards. This, like all such experiments, depends 
on the co-operation of the local people, and there are many 
indications that this has been forthcoming. Patients have been 
placed in jobs to which they go out daily from hospital. Local 
farmers have in many cases agreed to take refractory patients and 
pay them for their labours. I have also heard instances of mental 
patients being employed in private houses near the hospital as 
resident domestic servants. 

Radio and television have helped recently to make mental illness 
familiar, and many hospitals welcome the public on “* open days ” 
to come and see for themselves. It is always easier to accept the 
known than the unknown. But in making the facts known to 
ordinary people, surely we should make some attempt to use 
ordinary language. We may abolish the term “ lunatic ” from our 
vocabulary because it has a derogatory sound, and it is recommended 
that * imbecile * and “idiot” should lose their technical meaning, 
but psychological jargon can sound just as fearful to the uninitiated. 
Phrases such as * shallowness of affect > when describing a patient 
who “ couldn't care less ** may convey an exact meaning to the nurse 
or doctor, but will only confuse an already bewildered relative. 
Even the word “trauma” is often misunderstood by the layman, 
who is more likely to think of a dream than a shock. I can quote the 
case of a civil service applicant who was asked if he had ever had any 
sexual trauma, and replied: “yes, very frequently”. If the 
experts are to invite friends, relatives and the community at large to 
co-operate in caring for the mentally ill, this language barrier will 
have to be broken down and the facts put over in plain English. 

Much fear and prejudice have still to be overcome, but there are 
certainly signs that a revolution has begun in the education of the 
public. Let us hope that we will eventually accept the mentally ill 
as our neighbours—just as the townspeople of Geel have done for 
more than a thousand years. 
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WHERE MOTHERS LEARN 





Tue Cranbrook Committee on the Maternity Services invited the 
Central Council for Health Education to submit evidence on health 
education in relation to maternity. The Council considered this 
matter in committee and decided tg carry out a survey of the 
knowledge of mothers and the sources from which they obtained 
their information. 

The aim of health education in relation to pregnancy, labour 
and child care is to prepare the mother and her family physically, 
mentally and emotionally for motherhood. There is now evidence 
from this and other countries that the better educated families are 
those which have the best health records and also make the best 
use of health services. 

The word “ labour ”’ has a literal significance in that the mother 
is expected to carry out a specialised piece of physical work which, 
though normal in the physiological sense, is considerably removed 
from her ordinary daily life. She must therefore know :— 

What she is to expect, 
what is expected of her, 
and 
how to meet these expectations. 

This implies a close partnership between the mother, her medical 
attendants and, if possible, the father. Such a partnership can be 
frustrated or helped by administration and organisation. But in 
every case it depends on a well-informed mother and well-informed 
attendants. 

Assuming that an important element in her preparation is 
education, the Central Council for Health Education invited ten 
authorities to co-operate in answering the following questionnaire. 
383 mothers replied from nine areas. The aim of the questionnaire 
was to sample the knowledge, experience and expectations of mothers 
in relation to health education. 


CHILDBIRTH QUESTIONNAIRE 
Will you help the Central Council for Health Education to find 
out what mothers of first babies would like to know about 
childbirth ? Any information you give will be anonymous and may 
help mothers of the future to be better prepared for their babies. 
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Tick the answers that you agree with. There is space for extra 
comments in some places and at the end. 


1. Is this your first baby ? Yes - a. ae 17] 
No in a - 211 
2.. Did you have your baby in hospital ? im ay 259 
at home ? 120 


3. Before you became ona did you learn anything 
about having a baby :- 


a) at school ? - = a v ai 70 
b) from your parents ? “a yi ds 135 
c) from youtl clubs ? i i a 5 
d) from friends ? = ; sa in 150 
e) from books and magazines 9 — 185 
f) wireless, T.V., or cinema ? vi 32 


4. When you knew you were going to have your baby, 
did you want to know about how it grew inside you 


and how it would be born ? i oe ‘ ‘6 302 
Or did you prefer not to know ? i 67 

5. Were you told any frightening tales about having 2 a 
baby ? ms . “+ - a = * 176 
Definitely not... bi 79 
6. Were you frightened at the idea of havinga baby? .. 105 
Definitely not... 108 

7. Looking back, are there any aspects of having a baby 

that you would have liked to know more about ? 

e.g. a) how baby developed = ~ a 121 
b) your diet during pregnancy te x 89 
c) your relations with your husband ea + 
d) stages of labour .. = + 133 
e) use of gas and air apparatus ” i 128 
f) your part in giving birth . i 138 


g) any other: Relaxation oa painless 
childbirth—8 ; Family planning—4 ; 
Doctor’s examinations—2 ; Breaking of 
waters—2; Blood groups—2; Breast 


feeding—3 ; Why greene : 
Preparation for labour—2 ; Aches, pains 
and sickness—4. 

8. Were ante-natal classes available? me we 246 
If so, did you gotothem? .... ee ia 133 
Did your husband attend any with you? —... - 11 
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ll. 
12. 


15. 


Question 3 : 


Did you attend relaxation classes ? 


Were they held a) 
b)' 
c) 
d) 
e) 
f) 


in your doctor’s surgery ? 

in hospital ? 

in clinic ? 

by the midwife ? 

by the physiotherapist ? 

G. D. Read’s book at home 


Was anybody who took your ante-natal or relaxation 
classes present when your baby was born ? 

Did you attend a dentist during pregnancy ? 

Did you do any post-natal exercises ? 

If so, who taught them to you ? 


a) 
b) 
c) 
d) 
e) 
f) 


‘your doctor ? 


health visitor ? 
midwife ? 
physiotherapist ? 
learnt in hospital 
learnt from books .. 


Was having a baby more painful than you expected ? 
Or was it less painful? .. 


as expected .. 


From whom did you get advice about the care of 


your new baby ? e.g. a) 
b) 
c) 
d) 
e) 
f) 


your family doctor ? 
the clinic doctor ? 
health visitor ? 
midwife ? 

your mother ? 
friends ? 


What extra foods do you think are most inportant 
for a pregnant and nursing woman ? 


Milk—220 ; Fruit (and fruit juice)—157 ; 
Green Vegetables—89 ; 
Fish—45 ; Vitamins—45 ; 
Liver—7 ; 


Iron—13 ; 


Eggs—95 ; 

Cheese—62 
Fluids—14 

Generally—8 ; 


Meat—91 : 
Butter—25 : 
Proteins 


Calcium—5 ; Cod Liver Oil—3. 


COMMENTS ON QUESTIONNAIRE 
Some slight discrepancy in the figures arrived at is explained by 
the fact that some mothers did not answer all the questions. 
It would appear from the answers to questions 1 and 2 
sample achieved is reasonably representative. 
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20 
201 
230 


12 
85 
126 
6 


157 
183 
10 


109 
167 
283 
104 
147 

67 


that the 


It is interesting to note that the commonest sources 








of information about pregnancy are books and magazines, friends 
and parents. Youth clubs are spectacularly rare sources of 
information. Following on this last result a further inquiry has 
been made from Education Officers in 23 counties and cities and 
16 have so far replied. All are agreed that sex education is not a 
regular activity of the youth clubs in their area. Five areas provide 
some facilities, through the Education or Public Health Departments 
or Youth Service, for lectures and discussions in the youth clubs. 

Question 4: Though a high proportion of mothers wished to 
know about childbirth, a significant minority expressed the wish 
not to know. 

Question 5: A majority had been told frightening tales. . 

Question 6: Those who feared childbirth and those who did not 
were evenly divided. More than half the mothers did not express 
their Opinion on this question. Of the women about to have their 
first babies, slightly fewer admitted being frightened than those who 
already had one child or more. 

Question7: Atleast a third of the mothers wished to know more 
about half of the major items of pregnancy mentioned. 

Question 8: Where the mothers knew of ante-natal classes 
available about half their number attended. Just over half the 
mothers having their first babies attended ante-natal classes 
compared with a quarter of the other mothers. 

Question 10: This answer implies a poor level of continuity of 
care. . 

Question 12: The high rate of post-natal exercises is contrary 
to common belief. Further analysis of this question shows that 
of the mothers who were delivered in hospital twice as many did 
post-natal exercises as the mothers delivered at home. 


EDUCATION FOR MOTHERHOOD 


Continuity of Care 

Whenever a lay person enters a medical situation impressions are 
formed and something is learned. The pregnant woman is generally 
in a hypersensitive state and all impressions are likely to be strong. 
Learning takes place easily. Whether knowledge and impressions 
are advantageous or not depends largely on the quality of the 
human relationships formed. 

The first principle is to build up a confidential and continuing 
relationship between mother, physician and midwife. In spite of 
the present division of the services this could be achieved if close 
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co-operation existed between local authority ante-natal clinics on the 
one hand, and hospitals or general practitioners on the other. 
The importance of this relationship is paramount, and it should be 
planned and organised by proper introductions whenever any change 
of management takes place. 

In principle no mother should be confronted in labour with a 
doctor or midwife who is completely unknown to her. Absolute 
continuity of care by the same doctor and midwife is often impossible, 
particuiarly in a hospital which draws upon a large area and where 
ante-natal care has to be given locally. On the other hand, a 
meeting should take place between the mother and the hospital 
staff before she actually enters hospital. -It is also possible for 
hospital staff to attend the local authority clinics and meet the 
mothers there. Thus continuity could be achieved in part in that no 
members of the actual team of attendants will be strange to the 
mother. 


Care During Labour 

Doctors and midwives and maternity nurses attending mothers 
in childbirth should have special training in the psychology of labour. 
They should be selected for their sympathetic personality, and people 
who are unsympathetic, aggressive or sadistic should not be employed 
at all. No mother should be left alone during labour unless she 
so desires. The presence of a relative or friend can often give a 
mother great comfort and reassurance during labour and we 
recommend a more liberal practice in this respect. Hospital staff 
should be able to understand a mother’s concern for her home and 
family in her absence, and be able to reassure her. 


Education of the Mother 

(a) Knowledge. The mother needs to know the facts of concep- 
tion and gestation and the process of labour and infant feeding and 
care. She should also know how the delivery will be managed. 
For this purpose informal talks and discussions with adequate time 
for the mother to ask questions must be provided. These can be 
backed up by audio-visual aids such as flannelgraphs, films, 
filmstrips and recordings. Books and leaflets such as those 
provided by the C.C.H.E., National Association for Maternal & 
Child Welfare and other organisations, and by Grantly Dick Read, 
are of value and should be used systematically. 

(b) Practice. The intellectual education should be reinforced by 
properly conducted classes in breathing exercises and relaxation. 
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The mothers should also be taught the most comfortable positions 
to adopt when in labour. Control of the physical functions can give 
a mother great confidence in herself. This is a valuable practical 
way of accomplishing psychotherapy by physical means and 
familiarising her with the situation that she will encounter in labour. 

(c) Feeling. Emotional education counteracts anxiety and is 
essential if the physical and intellectual education is to succeed. 
It should arise from the manner in which the classes are conducted, 
and the confidence and affection which the attendants inspire in the 
mother. This aspect of education seems favourably influenced by 
ante-natal education being conducted in groups. Not only do 
they stimulate a wider range of curiosity but they give support to the 
mother who is often lonely, shy or embarrassed. Emotional 
education naturally presupposes that the place of delivery will be 
sympathetic to the ideas and expectations which are being created in 
the mother by this education. If expectations are created which 
are not fulfilled, bitter disappointment will be felt, and resentment 
or even panic may ensue during labour. It should be emphasised 
from the start that the mother herself is an active co-operator. She 
can become familiar with her baby at an early stage by feeling the 
fundus, listening to the heart beat. These can be important 
emotional experiences engendering mother love. The husband, 
too, can get to know his baby through his wife’s explanations. 
Breast feeding can be made to seem probable and agreeable if the 
mother is encouraged to express a little colostrum and to handle her 
breasts. 

The whole should be conducted with a view to providing 
information, reducing tension and anxiety and building up self- 
confidence and optimism. 

Many mothers will continue to come to term and enter labour 
with none of this preparation. For such it is of the utmost 
importance that the time available during the first stage should be 
used to build up confidence and happy anticipation. Such mothers 
should never be left alone, and the process of birth and what to 
expect should be explained by a sympathetic attendant. 


Organisation of Ante-natal Education 

1. It should be the responsibility of those who undertake the 
clinical ante-natal care of the mother to see that ante-natal education 
is made available to her. Local Authority ante-natal clinics can 
provide excellent centres for this education as they form a good 
meeting-ground for all those taking part in it, and there is generally 
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co-operation existed between local authority ante-natal clinics on the 
one hand, and hospitals or general practitioners on the other. 
The importance of this relationship is paramount, and it should be 
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continuity of care by the same doctor and midwife is often impossible, 
particularly in a hospital which draws upon a large area and where 
ante-natal care has to be given locally. On the other hand, a 
meeting should take place between the mother and the hospital 
staff before she actually enters hospital. It is also possible for 
hospital staff to attend the local authority clinics and meet the 
mothers there. Thus continuity could be achieved in part in that no 
members of the actual team of attendants will be strange to the 
mother. 


Care During Labour 

Doctors and midwives and maternity nurses attending mothers 
in childbirth should have special training in the psychology of labour. 
They shou!d be selected for their sympathetic personality, and people 
who are unsympathetic, aggressive or sadistic should not be employed 
at all. No mother should be left alone during labour unless she 
so desires. The presence of a relative or friend can often give a 
mother great comfort and reassurance during labour and we 
recommend a more liberal practice in this respect. Hospital staff 
should be able to understand a mother’s concern for her home and 
family in her absence, and be able to reassure her. 


Education of the Mother 

(a) Knowledge. The mother needs to know the facts of concep- 
tion and gestation and the process of labour and infant feeding and 
care. She should also know how the delivery will be managed. 
For this purpose informal talks and discussions with adequate time 
for the mother to ask questions must be provided. These can be 
backed up by audio-visual aids such as flannelgraphs, films, 
filmstrips and recordings. Books and leaflets such as_ those 
provided by the C.C.H.E., National Association for Maternal & 
Child Welfare and other organisations, and by Grantly Dick Read, 
are of value and should be used systematically. 

(b) Practice. The intellectual education should be reinforced by 
properly conducted classes in breathing exercises and relaxation. 
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The mothers should also be taught the most comfortable positions 
to adopt when in labour. Control of the physical functions can give 
a mother great confidence in herself. This is a valuable practical 
way of accomplishing psychotherapy by physical means and 
familiarising her with the situation that she will encounter in labour. 

(c) Feeling. Emotional education counteracts anxiety and is 
essential if the physical and intellectual education is to succeed. 
It should arise from the manner in which the classes are conducted, 
and the confidence and affection which the attendants inspire in the 
mother. This aspect of education seems favourably influenced by 
ante-natal education being conducted in groups. Not only do 
they stimulate a wider range of curiosity but they give support to the 
mother who is often lonely, shy or embarrassed. Emotional 
education naturally presupposes that the place of delivery will be 
sympathetic to the ideas and expectations which are being created in 
the mother by this education. If expectations are created which 
are not fulfilled, bitter disappointment will be felt, and resentment 
or even panic may ensue during labour. It should be emphasised 
from the start that the mother herself is an active co-operator. She 
can become familiar with her baby at an early stage by feeling the 
fundus, listening to the heart beat. These can be important 
emotional experiences engendering mother love. The husband, 
too, can get to know his baby through his wife’s explanations. 
Breast feeding can be made to seem probable and agreeable if the 
mother is encouraged to express a little colostrum and to handle her 
breasts. 

The whole should be conducted with a view to providing 
information, reducing tension and anxiety and building up self- 
confidence and optimism. 

Many mothers will continue to come to term and enter labour 
with none of this preparation. For such it is of the utmost 
importance that the time available during the first stage should be 
used to build up confidence and happy anticipation. Such mothers 
should never be left alone, and the process of birth and what to 
expect should be explained by a sympathetic attendant. 


Organisation of Ante-natal Education 

1. It should be the responsibility of those who undertake the 
clinical ante-natal care of the mother to see that ante-natal education 
is made available to her. Local Authority ante-natal clinics can 
provide excellent centres for this education as they form a good 
meeting-ground for all those taking part in it, and there is generally 
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a more informal and unhurried atmosphere than it is possible to 
obtain in a busy hospital clinic. Nevertheless, if the mothers are 
attending a hospital clinic for the whole of their ante-natal care, this 
education should be provided by the hospital staff, preferably at a 
special session quite separate from the ordinary antenatal clinic. 

2. The intellectual education should include instruction on the 
tollowing subjects :— 

(a) Yourself in pregnancy—general. Diet, clothing, 
feelings, sex, exercise. 
(b) Conception and development. 
(c) Labour and birth 
(d) Infant feeding and care 
(e) You and your husband. His feelings—what he can 
do at various stages 
(f) The hospital; the home delivery. Procedure, 
anaesthetics, etc. 
(g) Children’s needs. 
Midwives and health visitors should share this teaching between 
them. 

3. Classes in breathing exercises and relaxation should, ideally, 
be given by a physiotherapist who is also a midwife. This is not 
always possible as there are insufficient doubly qualified people 
available. If there is no physiotherapist available the midwife can 
and should give this teaching, provided she has had instruction in it 
herself. In any case it is very important that the midwife attending 
the mother in labour should thoroughly understand what the 
physiotherapist has trained the mother to do in the ante-natal 
classes. In practice the only answer to the problem may be to 
train existing suitable personnel. It is interesting to note that in 
many districts health visitors are doing the work satisfactorily. 








EDUCATION FOR 
MOTHERHOOD 


The Role of the Local Health 
Authority* 





By R. C. WOFINDEN, M.D., D.P.H., Medical Officer of Health, 
City and County of Bristol. 





It was fairly natural to assume, after July 1948, when every 
woman could call upon the free services of a general medical 
practititioner, that there would be some falling off in the demand for 
ante-natal care in the Local Health Authority clinics. Indeed, I 
think I am right in saying that in one or two areas in the country 
there was a rapid transference of Local Authority ante-natal work 
to general practitioners. To those of us working in the public 
health service and believing that, in spite of its deficiencies, the 
Local Authority maternity clinic services, so carefully built up over 
the previous 30 years, still had something useful to contribute, this 
trend was rather alarming. When we were also informed that a 
general practitioner could discharge his legal ante-natal obligation 
to the mother merely by carrying out two examinations during 
pregnancy, our alarm increased and almost reached despondency 
when we reflected on the busy practices one so often finds in big 
urban centres. In Bristol, thanks to the progressive policy pursued 
by my distinguished predecessor and the health committee, we were 
remarkably well endowed with good clinic accommodation. While 
we were still planning our first health centre in accordance with the 
Act, the idea occurred to us that in order to preserve what we 
had (believing this to be worthwhile), the obvious thing to do was to 
invite general practitioners into the clinics to do their ante-natal 
work alongside our midwives, health visitors and clinic doctors. 


* A lecture given at C.C.H.E. Seminar for Medical Officers in the Public 
Health Service, February 1957. 
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I addressed my first memorandum on this subject to Dr. Ross, 
who was then the Senior Medical Officer for Maternity and Child 
Welfare, in 1950 but little progress was made. At that time our 
vision was clouded by proposed arrangements for health centre 
practice (bedevilled as it was with the complication of rent payment 
to the Local Authority) ; and by the lack of encouragement for the 
general practitioner to do part-time ante-natal work for Local 
Authorities lest he should see and advise some patient not on his 
own list. 

As I have already said—we made no progress in the matter of 
getting general practitioners to come and work in our clinics. But 
our fears of “ loss of trade” did not materialise—perhaps because 
the mothers of Bristol had come to accept clinics as the natural order 
of things; perhaps also because the midwives (to whom the 
expectant mother had since 1936 learned to turn), fearing also to 
lose their trade, were not encouraging patients to “ book” with 
their own doctor. Whatever the reason, our ante-natal and post- 
natal clinics with the Local Authority doctor in charge, the midwives 
and health visitors in attendance and the obstetric consultants 
visiting regularly, continued to flourish. I would like you to 
understand that even before 1948 we had gone some way towards 
building up obstetric teams such as were visualised by the architects 
of the National Health Service. A number of obstetric consultants, 
each with his maternity beds in a municipal hospital, visited the 
main clinics in the City to see mothers ante- and post-natally. 
Alongside them were working the local authority doctors, the 
midwives and the health visitor. But the other vital member of 
the team—the general medical practitioner—was missing. 


The William Budd Health Centre, 1952. 

The opportunity of including the family doctor in the team did 
not occur until after July, 1952, when we opened the first health 
centre to be provided by a Local Authority under the National 
Health Service Act, i.e., the William Budd Health Centre. 

By the standards of Woodberry Down and Sighthill it is a simple, 
unpretentious and inexpensive building, housing the branch practices 
of six (now five) general practitioner firms together with the 
maternity and child welfare and school clinics of the Local 
Authority. The capital cost of the building, land and equipment 
was about £20,000 and the running costs are about £10,000 a year. 
There are about 13,000 patients on the general practitioners’ lists 
and the Local Authority clinics cater for a potential population 
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of about 20,000. Nursing and secretarial assistance is provided 
by the Local Authority. Economy is achieved by the joint use of 
rooms—the general pattern being for the general practitioners to 
use them mornings and evenings and the Local Authority in the 
afternoons. 


Human Relationships in the Health Centre. . 

Apart from the obvious material benefits to the patients and 
doctors arising from the good accommodation and equipment, and 
adequate nursing and secretarial assistance, we think it has been 
invaluable as a centre of mutual education of all workers in the 
local health service. Indeed, with the passage of time we have 
come to realise more and more that the staff room, where coffee is 
liberally dispensed, is perhaps the most important room in the 
building. For here we have a meeting house used by family doctors, 
obstetric consultants, local authority doctors, health visitors, 
midwives, home nurses, children’s officers, probation officers and 
voluntary workers. The removal of mistrust, barriers and vested 
interest has been facilitated and almost for the first time the health 
and allied workers are tending to function as a team. I have 
stressed this aspect of the health centre because I do not think it is 
sufficiently realised that the health and welfare of the patient may 
well depend on the good relationships and the co-ordination of 
effort of all those who are working on her behalf. It is so easy to 
say that difficulties in human relationships can be resolved over a 
cup of tea, but it is not so easy to arrange the cup of tea in the right 
place at the right time. The health centre, I think, does ensure that 
essential pre-requisite. Where else does the opportunity occur for a 
quiet and informal chat about mutual specific problems? The 
hospital, even if the general practitioner, home midwife or health 
visitor can gain access, is not the right setting, with its atmosphere of 
discipline, bustle, starch and disinfectant. The doctor’s surgery or 
the patient’s own home are equally impossible meeting places. 
We have been fortunate in this health centre, for the Sisters-in- 
Charge—successively Miss Vittle, Miss Padfield and Miss Balsdon— 
have all realised the importance of forging good relationships and 
fostering team work, and through their tact, wisdom and patience 
have done much to achieve these objectives. 


The Health Centre Doctors’ Maternity Service. 
The health centre had not been opened very long before some of 
the family doctors became interested in the work going on in the 
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Local Authority’s maternity and child welfare clinics and expressed 
a desire to participate. They could see the advantages, particularly 
to themselves, of skilled nursing staff taking blood samples for 
hemoglobin grouping, rhesus and Kahn examinations ; estimating 
blood pressures, testing urines, weighing mothers and arranging 
routine chest X-ray examinations. They could also see the 
advantages to the mother of being able to attend parentcraft and 
relaxation classes. 

The opportunity of integrating them in the maternity team 
was grasped with enthusiasm, with the able assistance of Dr. Walker, 
our senior M. & C. W. doctor, and Mr. Redman, the visiting 
obstetrician from the Professorial Obstetric Unit. We had 
realised for some time that we just had not enough domiciliary 
midwives to do what one or two other Local Authorities had been 
doing, i.e., to assign a midwife to a doctors’ surgery, even if the 
surgery was the headquarters of a big firm. Moreover, most general 
practitioners have few ante-natal cases at any one time and it 
was quite impossible to provide each health centre doctor with an 
ante-natal session each day just to see one or two cases. With the 
enthusiastic co-operation of the doctors, arrangements were made to 
start with one special ante-natal clinic session on one afternoon 
when all the doctors and midwives could attend together. An 
appointment system was devised so that the doctors could follow-on, 
one after the other, while the midwives remained unchanged. This 
relatively simple arrangement placed at the doctors’ disposal all the 
secretarial, nursing, record and consultant facilities of the centre. 
Only one place had now to be attended by the mother seeking 
ante-natal care. Of even greater importance, everyone concerned 
with the mother’s care—her own doctor, the midwife, the hospital 
consultant, the health visitor—was fully informed of what was 
being done. The results of all obstetric examinations, whether 
carried out by consultant, family doctor or midwife were entered on 
the one set of notes. The advantages to the consultant and the 
patient’s own doctor of personal contact rapidly became apparent. 

Everyone is familiar with the pattern of the maternity service 
seen in most parts of the country, with the mother attending perhaps 
three or four places for her ante-natal care—the doctor’s surgery 
the Local Authority clinic, the midwife’s house and the hospital, 
and each ante-natalist keeping his own set of notes. Apart from the 
trials of travel, different faces and places that the mother has to 
endure, she is also exposed to the danger of “ falling between 
stools” or of being admitted as a hospital emergency when the 
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hospital staff know nothing of her case. 


The problem of maternity records 

We had realised these dangers many years ago when Dr. Ross had 
made arrangements to try to ensure that a paticnt’s ante-natal 
records were always available to the obstetrician, should the mother 
need delivery in hospital. We tried to get over this difficulty by 
sending to the hospital a photostatic copy of the notes made at the 
36th week of pregnancy. This system had defects—e.g. patients 
were sometimes admitted before the notes reached hospital, and 
while they were usually made available within 24 hours this was small 
comfort to the obstetrician, who often had to complete his task 
forthwith. 

Eventually, after considerable discussion of this problem with 
Professor Lennon (Professor of Obstetrics) who had had experience 
of the value of a “ personal card ”’, Mr. Redman, Dr. Walker and the 
hospital authorities, a new system was devised. It has been 
described by Dr. Redman and Dr. Walker in the British Medical 
Journal, of July 3rd, 1954, and I take the liberty of quoting from 
their paper :— 

“A system of duplicating notes is used, each form being 
attached to its fellow at the top edge by a line of perforations, 
with a piece of “ one-time” carbon paper between. The top 
sheet is torn off and sent to hospital ; the carbon copy is kept 
at the clinic as a permanent record. At the patient’s first visit 
the clinic doctor takes the history and performs a general 
examination and the laboratory tests, such as the Kahn reaction, 
blood group, and hemoglobin estimation. When completed, 
the original form is sent to hospital, while the carbon copy stays at 
the clinic. The routine ante-natal record is kept similarly on a 
duplicate sheet, and at 30 weeks’ gestation the original is sent to 
the hospital as before. From the 30th week onwards a second 
sheet is instituted, to record the routine pregnancy findings, 
and in addition a summary of these is placed upon a “ personal 
card” carried by the patient herself. On her admission to 
hospital in labour the patient’s “ personal card ” will give all the 
information from the 30th week onwards, while the clinic notes 
prior to this have already reached the hospital. As soon as the 
clinic sister is aware that the patient has been admitted, she sends 
the remaining notes to the hospital to form part of the full in- 
patient notes. Should the patient be admitted to hospital from 
the ante-natal clinic on account of some abnormality, the 
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ante-natal notes may be sent in with her, the copy remaining at 

the clinic. 

After delivery a summary of the hospital treatment is sent to 
the clinic ; it is also entered on the “ personal card”. The 
findings at the post-natal visit are recorded, again with a carbon 
copy, and sent to hospital. Thus the hospital and the clinic 
have a complete record of the case from the first ante-natal 
visit to the post-natal attendance. The “ personal card” has 
proved a most valuable link between the ante-natal clinic and 
hospital. Lennon (1952) says ‘I found by experience that 
patients very seldom forgot their cards, and if they did, relatives 
brought them to the hospital very quickly. This “ personal 
card” is printed on both sides. It is a single card which is 
folded in two and enclosed in an envelope. On the outside of 
this envelope are instructions to the patient to carry the card 
with her in her handbag at all times, and there is also the address 
of a hospital or clinic to which the card should be returned if 
found. It is not intended that this card should replace the full 
clinic notes, but that it should be a supplement to these 
particularly in emergency ’.” 

To complete the picture I should mention one or two other 
facilities available to the expectant mother at the William Budd 
Health Centre. The health visitors, of course, perform their usual 
function as health educationists. In addition, however, a nutri- 
tionist is available for consultation and a psychiatric social worker 
helps the doctors and nursing staff in problem cases. There is also 
a visiting physiotherapist, who holds ante-natal exercise and 
relaxation classes. 

To sum up, I would say that we think we have gone some way 
towards streamlining the maternity services for mothers living in the 
vicinity of the William Budd Health Centre. We have preserved 
all the valuable health education activities performed by Local 
Authority personnel, the family doctor has been integrated with the 
maternity and obstetric team, and the mother reaps all the benefits 
of a co-ordinated service provided at one centre. Nor should one 
overlook the fact that doctors working “ under observation ™ 
automatically pitch their standard of work at a higher level. 


Extension of the Maternity Service to other health clinics 

I have already mentioned that we are well-endowed with clinics 
in Bristol and that at most of the big centres the obstetric teams 
(with the exception of the family doctors) have functioned for many 
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years. Could the teams be completed by coaxing the family doctor 
to come to work in the clinics? I am not talking now about 
health centres but Maternity and Child Welfare clinics, so there was 
no question of the doctors paying rent. We did not visualise, 
either, the employment of a family doctor on a paid sessional basis, 
for that would have involved a few doctors in examining and 
advising the patients of their colleagues not working in the clinics. 

The success of the arrangements at the William Budd ensured the 
acceptance of the scheme in principle by the health committee. 
We could have pursued either of two courses in seeking to achieve 
our objective—either the formal approach to the Local Medical 
Commitiee or an approach to individual doctors who might be 
interested. Some of the doctors at the William Budd, which you will 
recollect houses only their branch practices, were working in other 
areas of the town where we had other clinics. | We knew that they 
would be our best ambassadors in selling the idea to their colleagues. 
The pattern evolved was for Dr. Walker to make an individual 
approach to the doctors working in the vicinity of the clinic ; 
thereafter we held an informal evening meeting at the clinic with 
myself in the chair and Dr. Walker, the clinic sister, the Chief 
Nursing Officer and the midwives present. There, the scheme was 
described to them. It would be too cynical to say that we were 
pursuing a policy of divide and conquer but it was undoubtedly true 
that if one or two showed enthusiasm the others usually followed, 
even if reluctantly to begin with. After all—the doctors were 
once again being offered secretarial and nursing assistance, ready 
accessibility to a consultant and good working conditions. But 
something more was guaranteed—and that was the absolute 
assurance that there would be no question of the midwives “ hiding ”’ 
cases from them. 

Suffice it to say that these arrangements have now been extended 
to 12 other centres in the City and that 62 doctors out of a possible 
170 are now enjoying these facilities. 


The Local Authority Ante-natalist 

For two decades or more the value of the Local Authority 
ante-natal clinic doctor has been questioned because of his non- 
participation in the labour of his patients—either in the home or in 
hospital. Pious hopes were expressed in 1948 that it would be 
possible to include the Local Authority doctor in the hospital 
obstetric team and give him a full share in the hospital obstetric 
work. The plain truth is that such an arrangement never has been 


229 











and never will be possible. In the first place there just are not 
enough beds available and secondly the clinical experience of most 
Local Authority doctors is inadequate and the administrative 
difficulties great. It would be churlish, however, to deny the 
excellent work performed by the Local Authority ante-natalist ; 
but I believe that their days must be numbered. 

The number of sessions worked by these doctors has steadily 
diminished in the last two or three years and now they limit their 
work to the patients of those doctors unwilling to undertake ante- 
natal care. If and when we achieve a realistic local obstetric list, the 
logical reference of such cases would be to a general practitioner 
obstetrician, and the Local Authority ante-natalist would disappear. 


Further Comments on our Maternity Scheme 

It would be foolish, and indeed untrue, to claim that we have done 
anything more than travel a short distance along the road to an 
ideal and fully integrated maternity service. It would also be idle to 
pretend that we are all one big happy family in Bristol. One could 
hope for some of the doctors to make more use of the consultants 
available—I believe, with the consultants, that every expectant 
mother ought to be seen by them not only at the 36th week and when 
complications arise but also as early in pregnancy as possible; and 
this has not yet been achieved. Nor are the consultants always 
persone grate with all the general practitioners at a particular 
health clinic. Moreover, some of the consultants would still like 
to concentrate most if not all of the ante-natal care at hospital 
clinics. One can sympathise with such desires, particularly when 
the teaching needs of medical students and Part I midwives are 
borne in mind. But, in my own view the possible disadvantage of 
wasted consultant time in travelling to peripheral clinics is more than 
outweighed by the advantage to the mother of being able to attend a 
local centre where she can receive care in a calm, unhurried atmos- 
phere instead of being worn out by travelling and then shoved 
through the “sausage machine”. One is conscious, too, of the 
perpetual tug-of-war which goes on in the matter of hospital versus 
domiciliary confinement. If only our patients knew the struggle 
which goes on for the right to safeguard their health and welfare | 
am sure they would be very flattered (although if they were very 
intelligent they might be alarmed. !). It is not my purpose to enter 
into this controversy at this stage. Dr. Walker and Dr. Sluglett 
(Chairman of the William Budd house committee) have recently 
put forward a scheme which they consider would combine the best 
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features of hospital and home care. I cannot say that I whole- 
heartedly agree with all their suggestions, but they are timely and 
thought-provoking. 

In achieving a measure of integration much has also been 
accomplished in “ educating the educators’, It is not my task to 
consider the content of health education given to our mothers, but I 
must say this—not only have the opportunities for health education 
been created and extended but we have also provided the tools 
(including the full range of visual aids) to help with the job. 
Education for motherhood does not end with health education for 
the expectant mother ; indeed, it only begins there and one suspects 
that it goes on, and must go on, throughout life and from generation 
to generation. 


L.C.1. WORK STUDY CONFERENCE. 


What has “ Work Study ” to contribute to the hospital organisa- 
tion and working ? This question was discussed in a meeting held at 
Imperial Chemical House on July 2nd. 

Mr. R. M. Currie, C.B.E., Head of 1.C.1. Central Work Study 
Department, told the story of the application of work study methods 
to various sections of Imperial Chemical Industries. 

He described the object of Work Study in industry as a means of 
increasing production “ with a minimum consumption of resources”. 
He interpreted Work Study as a systematic, objective and critical 
examination of all factors governing operational efficiency. 

Mr. J. B. Kitchin, Deputy Head of I-C.I. Central Work Study 
Department, told the conference about the techniques of Work 
Study as applied in hospitals in the United States, where a work 
simplification project directed by a methods co-ordinator had 
helped to provide more efficient service for the patient. 

Mr. P. J. Torrie, Head of the Training Section, I.C.I. Central 
Work Study Department, reported work in the Training Department 
checking operational sequences and their application to administra- 
tive and clerical work. 

The following explanation was given of Work study : 

A detailed record of a particular task is made available. It is 
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analysed as to purpose, place, sequence, person and means, 
involved at every stage of operation, answers being required in 
turn to each of the following questions :— 


1 (a) What (is achieved). (b) Why (is it necessary). 
2 (a) Where (is it done). (b) Why (there). 

3 (a) When m (b) Why (then). 

4 (a) By whom. ,, (b) Why (by that person). 
5 (a) How. (b) Why (that way). 


This is a lucid explanation and analysis of procedure. If 
criticism could be made of this meeting it would be that films shown 
or live examples of study exercises would have provided a clearer 
picture to those in the audience who lacked previous experience of 
time and motion and work study. 

The establishment of a Work Study team of three at the West- 
minster Hospital was reported by the Deputy House Governor, 
Mr. P. P. MacMahon, M.A. A function of this team financed by 
the King Edward VII Hospital Fund would be the drafting of a 
syllabus for Work Study training. 

In view of the difficulty of attracting personnel for hospital work 
it was felt that in offering their findings in Work Study I.C.1. were 
making a valuable contribution to the future efficiency and economy 
of the hospital services. 





Owing to rising production costs we regret that it is necessary 
to raise slightly the price of the HEALTH EDUCATION JOURNAL 
and HEALTH INFORMATION DiGest. The combined annual 
subscription will in future be 20s. ($3.00), post free, but for 
old subscribers the rise in price will not become operative until 


April, 1958. Please see inside front cover for details of 
publication dates. 
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DIABETIC AFTER-CARE 
IN CARDIFF 


By CLARICE O’SHEA, S.R.N., H.V. 








A CONTROVERSIAL subject which arises from time to time among 
medical and lay persons is the theme, “How much should the 
patients be told of his complaint ?”’ In diabetes mellitus, however, 
because of the nature of the disease and the fact of its being a life 
term complaint, the success in treatment depends largely on how 
much the patient can be told ; how much can be assimilated. 

The need for “ further education” of the diabetic was realised 
in 1944 when it was suggested that the time spent in hospital was not 
sufficient ; not only was there the question of the limited time at the 
disposal of the hospital staff, but it was thought that diabetics would 
profit considerably by having at their disposal someone on whom 
they might call when they left hospital, someone who would be able 
to go over the ground already covered in hospital and sort out any 
difficulties. At that time there were no clinics held specifically for 
diabetics, and the routine treatment for the majority of these cases 
was admission to hospital for stabilisation. 

The experiment of a diabetic follow-up clinic in Cardiff started 
with one hospital : the Medical Officer of Health was approached 
and asked if he would be willing for a health visitor to take on this 
work of education ; she was to spend one to two sessions a week in 
hospital where she could give her full attention to diabetic patients, 
encouraging them to discuss any difficulties and going over very 
thoroughly all the details of a diabetic regime. She was to have 
a weekly session at a public health clinic where patients could return 
for a routine check-up and, if there were any problems that needed 
more expert advice, the patients were to be referred back to the 
hospital. Once started, the work quickly became established and 
the clinic was run in this way for four years ; the patients’ regular 
attendances and their appreciation of this most valuable extension 
of their hospital treatment confirming its need. 

With the introduction of the National Health Service Act, 1946, 
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and the amalgamation of the hospital into the United Cardiff 
Hospitals, the shape of the clinic work altered and the service was 
extended to the other hospitals, thereby increasing the field consider- 
ably and enlarging the clinic which now came under the care of 
Dr. Leonard Howells, who had already established a clinic for 
diabetics in 1948 at the Cardiff Royal Infirmary. This latter 
development forged a valuable link between the hospital and the 
Public Health Department, the hospital team consisting of physician, 
medical registrar and dietitian now coming to the public health 
clinic, and so initiating an interchange of hospital and public health 
personnel. Furthermore, patients transferred from the hospital 
clinic realised that they would still be seen by a staff they already 
knew. 

The work is now in its thirteenth year and during this period it has 
been interesting to observe the differences in these people who share 
the same fundamental problems: most of them accepting this 
life term complaint as a necessary nuisance and nothing more ; 
others, more introspective, calling on the clinic resources and 
seeking reassurance. 


Clinic Work 

When patients have been stabilised at the hospital, either as 
in-patients or out-patients, they are transferred to the public health 
clinic ; since this essentially is a “follow-up”’,it naturally takes on a 
somewhat different colour from the diagnostic clinic. The patient 
has accepted the fact of his diabetes and comes to the clinic with 
more confidence. 

Here the patients do their own urine testing under supervision ; 
some of them may not have done it before, for it may have been 
considered wiser to wait until they attended the clinic; they 
quickly understand what to do and after two or three visits are 
usually quite confident. 

The waiting room which is big enough to take sixty people 
comfortably is also small enough to give the impression of a very 
informal lecture or demonstration hall, for which it is partly used. 
At the beginning of the clinic and before the physician arrives, a 
cookery demonstration is given, the demonstrator answering 
questions that may arise. 

A demonstration table is always laid out with samples of diabetic 
jams, fruits and cordials, recipes, diabetic literature of all kinds and a 
demonstration tray showing the easiest methods of sterilising 
syringes and storing them. Patients know that they can take any 
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recipes, and the samples are there to remind them of some of the 
special foods available. 

Two extra health visitors come along to the clinic to help out on 
clinic days, and because of their wide experience in preventive and 
social medicine they form a very valuable part of the clinic team, 
not only in the waiting hall where they help to receive and weigh 
patients, but later when each one is assisting the physician and his 
registrar in their consulting rooms. 

All patients are seen by the physician or his assistant and in 
addition to the usual adjustment of insulin and diet when necessary, 
they are encouraged to discuss any problems: a young diabetic 
might want to discuss and seek advice about his future employment, 
or a parent may call to discuss the difficulties of a diabetic child. 
Where there are domestic strains the physician asks the health 
visitor to call at the patient’s home to see if there is anything that 
can be done to help. In the case of a juvenile who is having difficulty 
in establishing himself in a job, the hospital almoner is called upon, 
all details are given to her about the patient and an interview is 
arranged : a further appointment may then be made for the patient 
to attend a resettlement clinic where the disablement rehabilitation 
officer attends and every effort is made to get him into suitable 
employment—not necessarily light work, for again the emphasis is 
on normal but suitable work. 

Injection technique often needs supervision ; a patient may be 
showing signs of skin disorders, bruises and swellings. Arrange- 
ments are then made for the health visitor to call on the patient and 
watch the injection being given. Faults are often thus put right. 
One of the most common difficulties is the variety of syringes. 
Patients accustomed to one type may have it replaced by a different 
sort, perhaps one marked in minims ; or a 2 ml. when they have been 
used to a 1 ml. Patients do not always appreciate the significance 
of these differences and consequently may inadvertently take higher 
doses of insulin. 

Two very important members of the clinic are the chiropodist, 
who has been one of the staff since its early days, and the dietitian, 
both of whom fulfil another very useful role apart from their 
particular jobs : they are often able to contribute information about 
the patient that has hitherto not been mentioned. Most people 
appear to chatter away happily while having their feet done, while 
often, during a discussion on the inadvisability of a bread and 
butter diet, the patient will admit that there are financial strains. 

The individual approach appears to be the most successful method 


235 








of teaching the diabetic and the majority of patients have ample 
opportunity of unloading their worries and problems on some 
member of the staff, all of whom are able to listen with under- 
standing, bringing the matter to the notice of the physician and the 
health visitor whose work is specifically with diabetics.. 

There are three additional clinics where the health visitor and 
chiropodist see the patients. One of these is an evening clinic for 
workers, one a foot clinic only and the other a clinic for the patient 
with such a mild degree of diabetes that he need see the physician 
only at long intervals. If a visit to the clinic shows the need for 
an earlier appointment with the physician, this is arranged. 

The patient’s own doctor is kept informed of any variation in 
treatment, or findings of any kind associated with his patient. 
There are some elderly patients who, because of their age and 
infirmity are unable to keep up regular attendances at the clinic. 
The health visitor calls from time to time and, in conjunction with 
their own doctor, regulates the patient’s insulin according to their 
urine tests. 


Home Visiting 

The home is a most valuable place to sort out difficulties ; here 
patients are less apprehensive and, realising that the object of the 
visit is to help them, they will discuss at length things that have 
worried them but which they hesitated to bring up in the clinic. 
No diet sheet will cover all types of food and although the dietitian 
has thoroughly covered the ground, some new patients seem to need 
the extra teaching. Others lack imagination and need to be guided, 
especially the elderly patient on a retirement pension who, because 
the diet sheet mentions a specific food, thinks it important to 
obtain this, not realising that a cheaper substitute may be as good. 
Where necessary patients are advised to apply for a supplementary 
pension, since a diabetic diet however intelligently worked out is 
unfortunately an expensive one. 

It is useful to be able to talk to husbands and wives together, 
or the parents if the patient is a juvenile: one of the problems 
most worrying to relatives is activities and the fear that a diabetic 
must lead a quiet sheltered life unlike the other members of the 
family. It is natural for relatives to be anxious, particularly in the 
early days of diagnosis, and the majority of these, never having had 
much, if anything, to do with diabetes, regard it in the light of a 
sickness which will make the patient someone apart from his 
friends and family. Reassurances are of course always given by 
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the medical staff at the clinic and by the patient’s own doctor, but 
those in need of reassurance can never have too much, and the 
importance for continuing a normal life is emphasised. 

Discussions in the home naturally form quite a different pattern 
and all angles are talked over; meals out, holidays, cooking, 
precautions to be taken when about to do anything involving extra 
physical exertion, and the fitting in with meals to the family’s 
normal routine. 

Instruction books compiled by Dr. Leonard Howells and Miss 
Gwen Powell, head dietitian at the Cardiff Royal Infirmary, are 
given to all new patients. These set out very clearly and simply 
those things which all diabetics should know : the constituents of a 
normal diet ; insulin measurements, types of syringes, injection 
technique and hygiene ; what to do in times of illness, including 
invalid diet ; the causes of hypoglycaemia, its symptoms and 
treatment : causes of diabetic coma and symptoms ; urine testing, 
care of the feet, with advice on wearing apparel ; food exchanges 
to be used with diet sheets and recipes. 

All these details are enlarged upon and discussed very thoroughly. 
Parents of child patients need a lot of reassurance ; stress is laid 
on the importance of not fussing too much ; it is not easy to achieve 
a balance at first between over-anxiety and carelessness, and it is 
equally difiicult not to appear over-anxious before the child. 

Because of her knowledge of the home conditions and the 
opportunity that visiting affords to know the patients more 
thoroughly, the health visitor is often able to put the physician in the 
picture about circumstances which might affect their treatment. 


Diabetic Association 

A local branch of the British Diabetic Association was formed 
three years ago and it has served a very useful purpose in bringing 
diabetics together to meet each other on a somewhat different 
footing. Meetings are held usually at one of the clinics, and these 
generally take the form of a talk given by a physician, followed by a 
discussion. Although meetings are primarily for members of the 
Association, all diabetics are encouraged to attend and in the 
majority of cases, husbands and wives accompany each other and 
often one or both parents of a juvenile patient. It is rarely 
convenient for married couples to attend the afternoon clinics 
together, and they appreciate the opportunity these meetings 
afford. 

Subjects for meetings are not always medical. One evening has 
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been devoted to travel, several patients talking about their 
experiences while on holiday, the object being to encourage the 
apprehensive patient who is afraid to leave home. 

Holiday camps for children run by the Association are very 
valuable, some children need the confidence which these holidays 
instil, thereby serving a double purpose of enjoyment, education and 
independence. 


General 

Since the clinics have been established there are now well over 
1,500 diabetics attending both clinics ; the public health clinic 
being reserved for Cardiff residents. The increase of diabetics 
in South Wales conforms to that in other parts of the country, 
approximately six cases per cent of the population. According 
to Dr. Leonard Howells (1956), “ It has been estimated that* there 
are 20,000,000 diabetics in the world, and of these about 2,000,000 
reside in the U.S.A., and about 250,000 ia this country. It is 
likely to become more common in the future, a conservative 
forecast being that the numbers affected may be doubled 10 years 
hence ”’. 

With this ever growing population of diabetics it is a pity that 
more is not known about the complaint among the non-diabetic 
population. Some employers are reluctant to include patients 
among their staff and this often results in the patient suppressing 
the fact, which is most unwise. It seems therefore that the general 
public needs more education in order to accept these people and 
regard them as normal. 

Perhaps because of our long standing work, we in Cardiff and 
Glamorganshire fare comparatively well in this question of employ- 
ment. It has always been one of the clinic’s functions to contact 
employers and departmental personnel and encourage them to 
refer to the clinic if necessary; this no doubt has made a lot of 
people aware of diabetes and aware of the normality of diabetics. 

Advice is often sought about the advisability of having children, 
and the increasing number of successful pregnancies is one more 
factor to show how normal life car be for a diabetic woman. Dr. 
Leonard Howells* in discussing the effect of diabetes on pregnancy 
states, “ In the post-insulin era the fertility of the diabetic woman 
has been raised almost to the level of the non-diabetic” ; and “a 
successful result depends as much upon the co-operation of the 
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expectant mother as on those advising her "’. 

The effect of the clinic has been greatly to reduce the number of 
diabetics admitted to hospital for complications—coma, gangrene, 
neuropathy. The only routine admissions now are severe 
diabetics, especially young patients who are admitted to hospital 
for stabilisation and education : added to these are of course the 
large number of diabetics discovered on routine investigation for 
other conditions—ophthalmic, general surgery, gynaecology. 


Conclusion 

The success of this work which has been built up over the years 
is due in a great measure to team work and co-operation with the 
hospital staff: all departments are available, and often the health 
visitor will call on the almoner to enlist her aid with a difficult social 
problem. 

The general duties health visitors, too, play an important part, 
reporting any problems that may be discovered in the course of 
their work. , . 

The Queen’s Nurses not only take over necessary cases who are 
unable to give their own insulin, but they also report back to the 
clinic any poor conditions or anyone whom they consider is in need 
of extra care. 

Our aim is not only to prolong life but to restore diabetics to 
health. We do not consider our work a success unless the patient 
returns to his normal work and activities. 

I should like to record my thanks to Dr. W. Powell Phillips, O.B.E., Medical 


Officer of Health, Cardiff, for his encouragement and assistance for the use of 
the material needed in the preparation of this paper. 
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EXPERIENCES IN 
THE HEALTH EDUCATION 
OF MOTHERS 


III. Leadership and Participation* 





By GUY W. STEUART, M.A., M.Ed., M.P.H., and 
NANCY T. WARD, B.A., Institute of Family and 
Community Health, Durban, Union of South Africa. 





THE effectiveness, indeed the very existence, of leaders depends 
on the support of those who follow. Leaders not only reflect the 
outlook and views of their followers but they are also the agents 
whereby change in their followers may be precipitated. 

The community health educator is then vitally concerned with the 
education of leaders and the exploitation of their leadership for the 
betterment of community health. 

There are, of course, formally recognised leaders who are 
consciously accepted focal points for the goals and aspirations of the 
groups to which they belong. But there are too, the largely invisible 
leaders of everyday, informal living, who are more personally 
influential than their fellows. Exercising an unobtrusive leadership, 
they tend to mediate change in others, to a great extent without 
conscious definition of their roles in doing so. 

Both types of leader are significant in the transmission of change 
through the community as a whole. 

Leaders are comparatively easy to identify at the level of 
organised public action. Although in most organisations there will 
be a certain amount of concealed leadership, the formality of an 
organisation usually places the leader in a defined and recognised 
role. 


But the detection, let alone its deliberate use for purposes of health 


* The first and second articles in this series appeared in March and September, 
1957. 
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education, of the largely invisible leadership of informal daily life, 
is a rather more difficult matter. Here perhaps the best we can do is 
to devise situations where such leadership will reveal itself more 
clearly. 

One of the aims of the health educator at the demonstration 
health centre, was the devising and exploitation of group situations 
as media within which parents could achieve a heightened awareness 
of their own needs and problems and of the possible ways these 
might be met and resolved. It was intrinsic to such situations that 
they would offer potentialities for the emergence of leaders of all 
kinds both formal and informal. 

In the more formal groups which planned action of some kind 
or another, there was a tendency for the more autocratic leader to 
appear first. 

A particularly illustrative example of this was the experience of 
the group devoted to the organisation and planning of a community 
centre. As described in an earlier article, this group held two types 
of meetings, viz. executive, planning meetings aimed at the practical 
organisation of the community centre and free discussion meetings 
about the more personal child-rearing problems of its members. 

At one stage, this group had as leader an unusually rigid and 
authoritative housewife with deep personal problems in her own 
family life. She had a strong resistance to being involved in the 
free, self-revealing discussions of the group, showing a marked 
preference for well-defined executive roles. 

From the moment of her formal adoption of the leader role, she 
officiously “* organised ’’ everyone. She was an apt illustration of the 
combination of organising ability and poor human relations. Thus, 
functions organised by her were mastered down to the last detail, 
yet she antagonised everyone by her autocratic and domineering 
manner. The result was that the final products of her efforts were 
usually the poorest of their kind when compared with other similar 
ventures embarked on by the group. Her failure epitomised the 
fact that administration is after all, in essence, the skilled 
management of human relations. 

To have had such a leader was a most salutory experience for this 
group and when she left her elected successor was a woman who had 
close personal relations with most members of the group and who 
had sufficient flexibility to feel concern for the views of others 
without being incapacitated in making decisions of her own. 

It is of some interest to note that of the four informally elected 
leaders this group had in its history, one was highly rigid and 
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authoritiarian with deep personal problems ; a second, while 
well-liked, was referred with her children for psychotherapy, and 
both the remaining two had marked and noticeable physical 
disabilities about which they were to some extent self-conscious. 

Thus, at least in this group, both successful and unsuccessful 
leaders were not among the more adjusted and stable members. 

So far, we have been discussing those leaders formally elected to 
meet the planning and action functions of groups. 

In the majority of groups where free discussion of personal 
experiences occurred, the health educator acted as leader but 
played a part that was suggestive rather than didactic, opportunist 
rather than planned, participant rather than directive. The groups 
decided their own topics and the direction these would take and the 
health educator’s permissive and interpretive role thus set the stage 
for the emergence of subtler forms of leadership shown by those 
participants who tended to influence most frequently the views of 
others. 

A useful illustration of this type of group was one in which the 
members consisted of about 14 housewives from a single street. 
Attendances at sessions varied between 6 and 10 members. These 
were all mothers who already had close personal relations in 
everyday life. The high degree of intimacy and of mutual support 
and assurance enabled the members to express their own child- 
rearing problems with frankness and confidence. 

From the start, although on a superficial judgment, the members 
seemed to be more emotionally stable than those in action groups. 
Though they had problems (which were more or less common to 
the community as a whole) they did appear to show more under- 
standing, insight and flexibility in facing these problems. This is 
probably, to a great extent, of course, a function of groups founded 
on spontaneous friendship groupings from everyday life. 

Early in the development of this group there were signs, too, that 
the group experience was not reducing the mothers’ attitudes to a 
dead uniformity. On the contrary, it seemed to be enabling them 
to make more independent decisions while retaining an essential 
conformity with the general feelings expressed and consolidated 
by the group. 

The pattern of relationships within the group was consistently 
democratic and there was no fixed leadership, the leadership function 
being fluid and showing itself in one member after another. For 
through the detailed record, there was discernible something of the 
leavening and creative influence of certain individual mothers who, 
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though never leaders in a formal sense, made more than usual 
contributions to the cohesiveness and warmth of the group, who 
expressed in their feelings, the feelings of others and who could 
influence and modify the attitudes of their friends. 

It was felt that relationships in the group were, to a significant 
extent, a reflection of the relationships within the families of the 
members ; that the group, too, acted as an agent for changing 
relationships within the families themselves. It was not unreason- 
able to suppose, then, that the democratic experience of these 
mothers in the group would act as a modifying influence on the 
tendency of parents towards a somewhat unconfident authoritar- 
ianism over their children. 

Controiled or planned group experience such as this is likely to 
meet needs which are not entirely met by groups devoted to public- 
ation. There is obviously some continuity between a democratic 
planning group working as a team and devoted largely to the service 
of the community as a whole, and a group which meets primarily for 
social reasons to share personal experiences and problems as 
parents. But we believed that these mothers should be given the 
opportunity to have both kinds of experience. 

There was one very interesting and significant development which 
merits special attention in this regard. 

As individual mothers gained experience in the informal 
discussion groups, there became evident an increasing tendency for 
many of them to widen their community horizons and to join 
public action or special interest groups in addition. It seemed that 
their association with the primary group acted as a pilot experience 
yielding a growing awareness of their broader social needs. They 
thus participated more and more in distinctively cominunity 
activities of all kinds. 

The discussion group experience seemed to occupy a place 
somewhere between the greater informality of private home and 
family life on the one hand, and the greater formality of planned 
community organisations on the other and to offer a background 
of training for both. 

In one group, for example, the health educator found that 
certain mothers became for the first time active and interested 
members of formal organisations such as social clubs, women’s 
institutions and parents’ associations. This particular group 
finally moved to less frequent sessions because of the absorption 
of its members in outside activities. The original informal group 
sessions became then not a central activity but a constant 
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background to broader community action. 

It is of particular interest that this group, like others of the 
same kind, lacked an intense and exclusive in-group feeling with 
the concomitant primary hostility to new members. Though 
effectively cohesive, it was emotionally oriented to the introduction 
of new members. In fact, it may be said that the kind of reception 
given to new members of a group is some index of the flexibility 
and the liberalising value of experience in it. 

If it is true, then, that in essence parenthood is a matter of 
human relationships, it would seem that the planned group experience 
of parents is an indispensible context for their health education. 

To see the personal-social implications of group education in 
broader perspective, we might consider various dimensions of 
social experience in general. 

At the one extreme there is the pathological isolation of serious 
emotional maladjustment where change can be accomplished 
only with individual psychotherapy. Or, if you like, through a 
social relationship with one person, the therapist. 

Group psychotherapy on the other hand, is a special procedure 
for the therapeutic care of those whose social channels, as it were, 
are still open to others and through which their personal problems 
may have some expression. It is, however, essentially a “practice 
ground” for social skills in a comparatively “unreal” context 
which has a somewhat indirect continuity with daily living. 

A further level is the spontaneous social group which may be 
rather rigid in that it is exclusive to a small circle, perhaps only 
one or two intimate and mutually supportive friends. But it 
may also be a fairly flexible grouping to which the admission of 
new friends is fairly easy and can occur without dislocation of 
the group. 

Many of the groupings used in the present programme really 
constituted a planned extension of the latter type of group. They 
were based, as described, on spontaneous friendship patterns and 
differed from them mainly in the greater awareness of having 
group objectives and in the regularity of their meetings. 

Finally there is the more highly planned, formal group with 
largely external objectives which include both personal friends 
and comparative strangers. In short, the inclusion of members 
will frequently be based not only on previous friendship patterns 
but on the introduction of those whose promise of “efficiency” 
appears likely to assist the group to achieve its recognised ends. 
As more public action devolves upon these groups, so do they 
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tend to become more impersonal. 

Such groups as these may operate in a free unhampered way 
because of the emotional security and flexibility of their members. 
But they may, too, be somewhat rigid and constitute a sort of short- 
cut neurotic solution to the personal problems of their individual 
members. 

Of course, the various aspects of social experience described 
are neither comprehensive, nor mutually exclusive and any single 
individual’s needs and experience are likely to be rather varied. 

But from the point of view of community health education 
they have considerable significance for all effective learning 
situations and for the leadership both formal and informal that 
grow from these. 

It is interesting, for example, that some of our community leaders 
short-cut, as it were, their personal social evolution. Instead of 
a smooth developmental progress in their human relations skills, 
they moved with emotional abruptness from relative solitariness 
and narrow exclusive friendship groupings, to organised public 
action without the leavening experience of more: flexible informal 
groups. 

In all this there are, of course, obvious implications for community 
health. Indeed, it is hard to imagine a community health education 
programme whose main vehicle is satisfying group experience, 
which is not irrevocably linked with mental hygiene and personal- 
social adjustment. 

In conclusion, perhaps the most important lesson we have tried 
to illustrate in this series of articles, is that not only the direction 
and content, but also the methods and learning situations of health 
education are fashioned from the same raw material, the needs 
and motives of everyday people in everyday life. 
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WATER FLUORIDATION 





Science Progresses Against 
Unreason 





By LOUIS I. DUBLIN, Ph.D., Consultant on Health and 
Welfare, Institute of Life Insurance, New York City, Immediate 
Past President, Committee to Protect Our Children’s Teeth, Inc. 





THE movement to extend fluoridation of the water supplies of 
American cities and towns as a dental health measure has made 
great progress in the last decade. The most recent figures issued 
by the United States Public Health Service indicate that more than 
1,500 communities with a total population of more than thirty-two 
million have adopted fluoridation. These include such large 
centres as Chicago, Philadelphia, San Francisco, St. Louis, Cleveland 
and Washington, D.C. In addition, a host of smaller cities and 
towns have adopted this method of protecting their children’s 
teeth. A sizable number of communities including New York 
City have this project under consideration for adoption this year. 
Each month that passes shows a number of important additions 
to the list. It is clear that this procedure to control the decay of the 
teeth of children has taken hold and is here to stay. 

One can well understand why this movement has spread so 
rapidly. Tooth decay is, next to the common cold, the most 
common disease of mankind. Nor is this condition, in any sense, 
to be taken lightly. In the United States, dental defects were the 
largest single cause of rejection among the first two million men 
examined for military service during World War II. So widespread 
is this condition that few children come to adulthood with a 
complete and healthy set of natural teeth. It is estimated that 19 
out of every 20 persons in the United States suffer in some degree 
from this ailment. The most extensive defects occur among low 
income families because they cannot afford adequate dental care. 
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In many cases, the result is protracted neglect with its many 
undesirable consequences: facial malformation, difficulties in 
speech and in eating; and other sources of physical and psychological 
trouble. Such neglect is expensive. About one-sixth of our 
expenditures for health care goes toward the correction of dental 
defects. ‘ No wonder then that the leaders of the health professions, 
through their official national organisations, have without exception 
stressed the need for nationwide concentration on preventive 
dental measures. All the more so because there are not enough 
dentists to cope with the repair of carious teeth. And this leads to 
their uniform recommendation of fluoridation of public water 
supplies as a simple, effective and inexpensive procedure to 
accomplish, in some measure, this desirable end. 

There is no longer any doubt as to the soundness of this health 
practice. For a long time, British as well as American physicians 
and dentists had suspected that there was a close relationship 
between dental decay and the fluoride content of the teeth. Then 
Dr. H. Trendly Dean and his associates in the U.S. Public Health 
Service demonstrated about twenty years ago a clear-cut cause and 
effect relationship between these two. In South Dakota, Wisconsin 
and particularly in Colorado, they found that children with stained 
teeth resulting from too much natural fluoride in their drinking 
water also had less tooth decay than children in the same states 
who were drinking little fluoride. Somewhat later Dr. Dean 
published studies of tooth decay in 7,257 selected children of the 
same age group in twenty-one cities of four states checked aguinst 
the fluoride content of their drinking water. The findings, since 
confirmed by independent observers, were :— 

1. At one part fluoride per million parts of water, children had 
about 60 per cent fewer decayed teeth than in non-fluoridated cities. 

2. Disfiguring stains or “ motiled” teeth did not occur where 
water contained up to 1.5 parts of fluoride per million parts of water. 

3. At one part per million, tiny white flecks were on the enamel 
of about one-tenth of the children. These flecks were usually 
discernible only under a strong light during dental examination, 
and were not objectionable. 

Perhaps the most convincing evidence of the efficiency of this 
public health measure lies in the controlled experiment launched in 
1945 in the neighbouring cities of Newburgh and Kingston in New 
York State. The former city adopted fluoridation ; the latter did 
not and served as a control. After eleven years, it was found that 
the children in Newburgh who drank fluoridated water from birth 
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showed 58 per cent reduced tooth decay. Kingston children from 
six to nine years of age had eight times as many missing first 
permanent molars as the Newburgh youngsters. Similar controlled 
studies have been made over a wide area including Grand Rapids, 
Michigan, Brantford, Ontario, and Evanston, Illinois. It is a 
striking fact that in all of these demonstration cities the results have 
been very much the same in terms of the savings in dental structure 
of the children. 

The U.S. Public Health Service has been particularly concerned 
with the safety of fluoridation. It did, in fact. withhold its approval 
and recommendation for adoption by cities until the question of the 
safety of fluoridation was completely established. Many studies of 
.nimals and human beings have been undertaken. There has been 
careful analysis of the experience in places where people have been 
drinking fluoridated water all their lives. 

It is well at this point to quote Dr. Nicholas C. Leone, Chief of 
Medical Investigation for the National Institute of Dental Research : 
“We know without question or doubt that one part per million 
fluoride in a water supply is absolutely safe, is beneficial, and is not 
productive of any undesirable systemic effect in man.” 

Years of research and demonstration have thus proved the 
effectiveness and safety of water fluoridation as a major means 
toward the control of dental decay. This conclusion has been 
supported by clearly stated resolutions of the national dental, 
medical and public health associations,—in fact by all scientific 
groups whose technical opinion is worthy of respect. Just this year, 
the World Health Organisation made a survey of fluoridation 
programmes in 17 countries. The survey report declared “* the 
effectiveness, safety and practicability of fluoridation as a means of 
preventing dental caries is now established.” No other health 
measure, in my long experience in this field, has ever received such 
wide endorsement. The reason is that no other procedure is so 
rewarding in terms of disease prevention at a cost so low that any 
community can afford it. From 4 to 20 cents (depending on the 
size of community and particular method) per capita per year will 
do it. In fact, water fluoridation is a perfect example of a public 
health measure,—an effective preventive of a disease in which 
there is a great amount of unmet need despite a high expenditure 
for treatment. 

In the light of the evidence which has been supplied by medical, 
dental and public health authorities, one would expect that 
fluoridation would be universally adopted in the United States, 
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where the public health movement has advanced so rapidly on many 
fronts. Yet this has not happened. Despite recent progress, 
only about one-fourth of the people who could benefit from 
fluoridation are getting it. In fact, a powerful opposition has 
arisen which has made rapid progress extremely difficult. The 
opponents of fluoridation use a great variety of vehement arguments 
which combine pseudo-science with political and other prejudices. 
They question the evidence from the reports of cities in which 
controlled experiments have been made. Their criticisms do not 
stand up, however. For the greatest scrutiny has been given by the 
leaders in biometry, in planning these demonstrations and in 
analysing their results. 

Some opponents have accused the Public Health Service of the 
country of conspiring with big business to promote huge profits 
from the sale of the necessary chemicals. The loudest opposition 
word has been “ Poison.” The “ proof” is that fluoride is used in 
rat poisons. Those who make this charge do not know or choose to 
forget that minute traces of fluoride occur in nearly all foods. 
Furthermore, most substances necessary to sustain life are poison 
when taken in excess. To absorb a lethal amount of fluoridated 
water would require drinking fifty bachtubsful at a sitting. To 
produce even the mildest symptoms of poisoning would demand 
that the victim swallow two and a half bathtubsful of properly 
fluoridated water during a single day. 

The opponents of fluoridation are indeed a niotley group. There 
is first the hard core of opposition from a persistent religious sect 
whose adherents would negate all medical science. There are 
others who, without real knowledge of the facts, take the strongest 
views in opposition. (Reports from Canada, New Zealand and 
Britain indicate kindred opposition.) They are persons who have 
in the past opposed other public health measures whether they be 
vaccination against smallpox or innoculation against other 
infections. Finally, there are those who in one way or another 
are Out to stop fluoridation by whatever means they can do so. 
Some edit super-patriotic magazines and papers in which the 
fluoridation issue is only one of many. They express their sharp 
distaste for minority groups. Some of the wilder ones among them 
claim that fluoridation is a Communist conspiracy to soften our 
brains and make mass sabotage possible. 

In short, the arguments against water fluoridation, after the most 


-careful examination, have no merit. The opponents are theorists— 


from the imaginary hallucinations of those who accuse the 
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proponents of conspiracy of softening American brains for treason’s 
sake to others who see an effort to enhance capitalist profits. They 
invoke the spectres of physical disadvantages in terms of nearly 
every malady to which flesh is heir. 

In the last analysis, the issue will be resolved by wider under- 
standing of the mechanics of nutrition, of the growth of dental 
enamel, of the wisdom of the body which excretes some substances 
and secretes others. In the instance of water fluoridation, we have a 
classic textbook situation where those who know the physical 
phenomena through study of actual experience are all arrayed on 
one side of a public question. They are convinced that this measure 
is effective, because they have conducted and observed exhaustive, 
widely separated control studies over many years’ duration, 
confirming data available after generations of exposure to natural 
conditions. They know that fluoridated water is safe beyond 
doubt, because of comparative studies of many thousands of 
individuals who did and did not drink protected water. 

Nevertheless, we have a job ahead of us if we are to succeed in 
advancing the calm facts about dental health in the face of the 
opposition. Far too many people are uninformed and therefore 
unconcerned as to the importance of stronger, better teeth, and the 
reasons for prevention of tooth decay. It is shocking but true that 
many people, even after they listen to professional advice—carefully, 
competently and intelligently given—blithely ignore it in favour of 
what they have been told and frightened into by someone with no 
professional background whatsoever. That, in effect, is what is 
happening. In my more than 40 years in public health work, | 
have seen battles like this before. We went through them when we 
first tried to introduce pasteurisation of milk, chlorination of water 
and vaccination against a variety of diseases. We won these 
battles, and as a result, people live longer, fuller, more happy 
and productive lives. Battles like the present one are, therefore, 
worth fighting. And we will win this battle. Fluoridation will be 
adopted generally in the United States and other civilised countries, 
and in the process, our health professions will gain in public 
understanding and esteem. Intelligent people simply will not let 
professional advice be nullified by those who are basically enemies 
of all scientific progress. 

In the current battle there is more at stake than dental health. 
We, in the health professions, are in the front lines, defending 


scientific thought against hysteria, confusion and unreason. We 
must not fail. 
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HEALTH EDUCATION 
Re fres her 


POLIOMYELITIS* 








THE Expert Committee on Poliomyelitis of the World Health 
Organization (WHO) met in Geneva during July. The Committee’s 
report is to be submitted to the WHO Executive Board at its next 
session in January and will be published as soon as possible there- 
after if the Board so decides. 

Polio is on the increase throughout the world and in many 
countries where the disease was practically unknown until recently 
there have been severe epidemics. This change, say the Expert 
Committee, may be related in part to general improvement in 
housing and sanitation, and in part to the introduction of new, and 
more virulent strains of polio virus. Once epidemic polio has 
appeared in such an area, an increased incidence of the disease 
tends to persist, except as it may be influenced by artificial 
immunisation, in other words, by vaccination. 

Is it possible to predict the imminence of epidemic polio in new 
untouched areas? Not with certainty, according to the Expert 
Committee—the first premonitory sign is, often, ironically enough, 
a drop in infant mortality. When the death rate falls below 75 
per 1,000 live births, it is common to find that polio rates begin to 
increase above 3 or 4 per 100,000. Another sign is the appearance of 
cases of polio not only in infants, but in older children as well. 
More specificaily, when 20 per cent or more of the paralytic cases 
are recorded in children over 10 years old, an increase in polio can be 
looked for. 

In this respect, the Expert Committee urged that special efforts be 
made to improve the reporting of polio in all countries. This is 

* W.H.O. Press Release, July, 1957. 
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particularly important in countries where the disease is becoming a 
problem and is apparently still restricted to the youngest children. 
Even though the annual quota of cases is small, an analysis of any 
changes in age incidence may provide an important warning. 

Who should be vaccinated against polio? The decision will differ 
from country to country, because the prevalence and severity of the 
disease vary greatly in different regions. In some it takes the form 
of a disease of infants, with low incidence, in others it represents an 
epidemic of children and adults. According to the Expert 
Committee, first priority should go to the age group which has 
suffered important numbers of paralytic cases in the immediate past, 
and in particular, to the group showing maximal incidence. 
Exceptions can be made, as in the case of countries where children 
have a high incidence of the disease, but where young adults, though 
less frequently hit, show a tendency to suffer from the severe 
paralytic forms of polio. Here it may well seem of greater 
importance to protect this group than to give complete priority to 
age groups of children showing a somewhat higher incidence. 
Another need that may become evident is to protect young adults 
exposed to special risks, for instance, pregnancy, life abroad in an 
area of higher incidence of infection than the home country, or 
close contact with infectious cases, as in doctors, nurses, hospital and 
laboratory personnel. 

How should the vaccine be given? The Expert Committee saw 
no reason to depart from the schedule of inoculation suggested by 
Salk, viz. three injections spaced 3 to 5 weeks or more between the 
first and second, and 7 months or more between the second and 
third respectively. 

Should vaccination start in the middle of an epidemic? In some 
regions, emergency vaccination campaigns have been started during 
epidemics, but the advantages and disadvantages of such procedures 
have not yet been fully assessed. When vaccination is undertaken 
while natural cases of polio are currently occurring, it is inevitable 
that cases of paralysis will appear in vaccinated persons also ; 
most of them will probably represent examples of coincident natural 
infection, but the possibility must be borne in mind that the 
inoculation may provoke local paralysis at the place of injection, or 
be followed by a short period during which natural infection may 
have a greater paralytic effect. Furthermore, the possibility of a 
trace of active virus having escaped inactivation in the vaccine may 
have to be considered. In general, the experts conclude, there 
might be some hesitation in vaccinating for the first time in the face 
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of an intense epidemic in a crowded community, since the virus 
would have spread already so widely that there would be little hope 
of producing artificial immunity through vaccine in time to have a 
useful effect. On the other hand, early and extensive vaccination 
should be started in the peripheral regions to which the outbreak 
would be expected to spread over a period of months. 

As concerns the danger of provoking paralytic polio by injections 
in general—for instance diphtheria or whooping cough vaccinations 
—the Expert Committee believe that if a child is already successfully 
inoculated against polio, no accident will occur. Hence, there is no 
reason for withholding vaccinations or injections in general from 
protected individuals at any time, including during epidemics of 
polio. On the other hand, the Expert Committee re-emphasised 
their opinion that tonsil and adenoid operations should be prohibited 
during the so-called * polio season” because they are believed to 
increase the risk of acquiring bulbar polio—the most dangerous 
form of the disease. 

Diseases resembling polio. The experts recognised that there 
are two groups of viruses which can cause paralytic disease which 
may be confused with paralytic polio, the arthropod borne 
encephalitis viruses and rabies. However, a large number of 
recently recognised viruses (particularly the Coxsackie and ECHO 
viruses) may cause epidemics closely resembling non-paralytic polio. 
These latter viruses and the polio viruses may all be members of a 
single family of human enteric viruses. They are not comparable 
to the enteric bacteria which are life-long residents of the human 
intestinal tract. Some of them are responsible for epidemics of 
herpangina and pleurodynia and for outbreaks of summer diarrhoea 
of infants and children, and for certain hospital epidemics among the 
newborn, the latter being particularly lethal. The experts recom- 
mended more research concerning these agents and stated that there 
are no specific control measures against them. But they recom- 
mended that increased precautions be taken to guard newborn 
children against infection, and that in case of epidemics when 
possible laboratory tests be carried out on hospital personnel and on 
mothers in order to eliminate carriers of the infection. 

Is a new vaccine necessary? The current killed vaccine protects 
most individuals against the paralytic form of polio, but does not 
prevent them from having inapparent infections and spreading the 
virus around them. It cannot yet be claimed that polio has been 
conquered, the duration of protection is still unknown and rein- 
forcing injections may be needed at intervals throughout life. 
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Furthermore, the preparation of this vaccine involves technical 
difficulties, it is difficult to ensure its potency, it is costly, and the 
vaccine must be administered by injection. A live virus, given by 
mouth, would overcome these drawbacks, according to the Expert 
Committee, who examined the reports on field studies of this new 
vaccine. 

Finally, the Expert Committee reviewed the WHO poliomyelitis 
programme initiated in 1953, and made a number of recommenda- 
tions concerning its development. They suggested that every 
country designate a single polio laboratory to maintain relations 
with the six Regional Laboratories established by WHO and 
indicated various lines of research to be carried out internationally 
to increase the store of knowledge concerning the disease and its 
prevention. 

In conclusion, the WHO Expert Committee stated that much 
work remains to be done and that new facets will be found by 
research, but, they said “ the foundations in the past have been well 
and truly laid, and we can feel confident now that future changes 
will be in detail and accent rather than in principle.” 
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HEALTH EDUCATION 
IN CZECHOSLOVAKIA 





By LUDMILA VANCUROVA, Director, Health Education 
Research Institute, Prague. 





HEALTH education in Czechoslovakia is state financed, and 
directed by government administrative bodies and local authorities. 
The Czechoslovak Red Cross organisation gives valuable assistance 
in this work. This represents a fundamental change from former 
times, when health education was conducted on the initiative of 
particular individuals and groups, unorganised, generally speaking 
chaotic, and often with a greater measure of good will than of 
specialised knowledge. 

Health education is provided free to the public, which means, for 
instance, that there is no charge for admission to health lectures or to 
performances of health films, and that the majority of brochures, 
advice and diet booklets for patients, leaflets, placards, and other 
means of instruction are distributed without charge. The same 
applies to other health services, medical care, drugs, treatment in 
hospitals and sanatoria, advice and attendance given at maternity 
clinics, care in convalescent homes and spas, which are likewise free 
to the public. 

The carrying out of health education is entrusted to health service 
personnel. Every doctor, pharmacist, dental technician and 
members of selected categories of workers at the various health 
institutions are obliged to devote part of their working hours to 
health education. For a doctor the time is 4 hours monthly. 
Their initiative, however, especially with regard to the manner and 
means of presentation, is given wide latitude. Even though the 
fulfilment of a set programme has a marked influence on the subject 
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matter to be covered, it is presumed that in carrying out health 
education, health workers will make full use of their special 
knowledge. 

A separate department of the Ministry of Health plans and directs 
health education on a nation-wide basis. In smaller areas there are 
administrative bodies of local authorities. However, the agencies 
for methodological guidance, the distribution of teaching material 
and films, and the training and instruction of health personnel are 
separate departments. In the individual regions or provinces, into 
which our country is divided, there are regional centres for health 
education ; in individual districts there are “ cabinets” for health 
education. At the head of a centre there is a medical specialist 
in health education methodology : a doctor with special training 
directs each cabinet. Slovak provinces come under the jurisdiction 
of the Department of Health in Bratislava. 

Two research institutes in Prague and Bratislava modelled 
according to the Central Health Education Institute in Moscow are 
now functioning. Their tasks are, on the one hand, to carry on 
specialised research into the level of health consciousness of the 
population, and into the effectiveness of educational forms ; on the 
other, to co-operate with the Ministry of Health in training doctors 
and nurses in health education activity, to formulate and issue 
methodological manuals and textbooks for this training and, 
finally, to issue popular health education material. 


Research Activity 

Research is carried out, as a rule, by personal interviews in those 
groups whose knowledge of health problems is under study. 
Interviews are individual, direct and based on previously formulated 
questions covering subjects already given publicity by health 
education. The persons to be questioned are chosen according to 
the principles of representative sampling. In research we try to 
determine whether data from interviews are really in agreement 
with the findings gained by direct observation. Particularly in 
research into the effectiveness of various educational devices a 
simple experiment is employed : research is carried out prior to the 
introduction of an educational programme, a certain period for its 
influence is allowed to elapse, and the research is then carried out 
anew. A comparison of the state of public consciousness in the 
selected group before and after the introduction of the educational 
programme thus enables us to judge its effectiveness. As far as 
possible, this is done not only by interviews but also by investigating 
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Left—Young people are very 
fond of the puppet Zdravuska 
(Miss Keep-Fit), whose per- 
formance is an entertaining 
way of teaching hygiene and 
correct living habits. In the 
competition for the best 
puppet health play there were 
some 200 entries. 


Below—The figure of Zdrav- 
uska is widely advertised on 
posters with suitable verses. 








objective behaviour (for example, attendance at maternity clinics). 

One of our tasks is concerned with health superstitions and 
prejudices still surviving among the population. For this purpose, 
a survey has been made of superstitions, particularly common ones 
and dangerous to health. By graphing the incidence of superstitions 
on a map of a given region, it has been possible to analyse how their 
existence depends on different local conditions. Extensive data 
have been gathered relating to the activity of unqualified 
practitioners. All the experience gained has been utilised in 
practical educational work. 

In another research project we investigated the effectiveness of 
a popular series of broadcasts “ Science in the Campaign for 
Human Health”. What was the purpose of this? Prominent 
scientists participated in a series of broadcast discussions on various 
health topics. The radio editor put questions to the listening 
audience, and listeners were invited to reply in letters to the editor. 
The contents of these letters were subjected to analysis, and 
broadcast texts thoroughly evaluated in the light of the findings. 
As a result of this analysis practical conclusions for the conducting 
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of similar radio talks on health topics were reached. We found that 
sometimes even outstanding scientists were at a loss to find suitable 
means of expression for popular presentation of research results. 
They spoke in long sentences, used a specialised and scientific 
vocabulary, and their talks tended to be dry and pedantic. Part 
of the results of our research was to formulate methods of 
presenting health education programmes in the form of broadcast 
talks. 

Other research projects are concerned with the level of public 
knowledge on questions concerning the fight against tuberculosis, 
correct nutrition, the educational campaign “ spring cleaning”, 
rural hygiene, etc. 


Health Films 

At the Health Education Research Institute in Prague a film 
department which directs work with educational and training films 
has been established. 

Twenty educational and ten training course films, are produced 
yearly. In addition to these we import from foreign countries both 
educational and training films, the majority of which are shown with 
texts dubbed in Czech. 

We may mention a few of the more interesting films produced in 
recent years. A puppet film in colour, One for the Road, with an 
anti-alcohol theme, won first prize at the 1954 Cannes festival in the 
category of puppet films. The authors of this film devised a plot 
for their puppets which shows with wit and clarity how a motor- 
cyclist can endanger his own and others’ lives by the use of alcohol. 
This film is likely to become a favourite with audiences all over the 
world. Another anti-alcohol film is Starting-Point. This film 
describes the experiences of a young worker—an alcoholic—his 
treatment for alcoholism and his ultimate return to work. 

The film Small Causes deals with a young girl who falls ill with 
tuberculosis because of faulty living habits, and outlines the course of 
her treatment to its successful conclusion in a sanatorium. It is 
emphasised that a healthy way of life is the most satisfactory way of 
avoiding tuberculosis. Victory of Life shows rehabilitation after a 
sporting injury. The leading actor is a man who himself suffered 
such an injury. This film was presented at the Edinburgh film 
festival and was well received by the audience. Restored Voice 
describes the work of an eminent Czech doctor Seemann. In this 
film some of his work and his research into new treatment methods 
are shown. It was shown at the congress of scientific films in Rome 
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where it won honourable mention in the category of popular films. 

As far as the effectiveness of various methods of health education 
is concerned, the conducting of courses (lecture series) has proved 
best in Czechoslovakia. A large number of these courses have 
been devoted to the topic of first aid, in co-operation with the 
Czechoslovak Red Cross. For the employees of key departments 
in factories, shops and service establishments, which have consider- 
able importance for national health, courses in standards of hygiene 
are arranged in which the audience are instructed in the funda- 
mentals of hygiene and sanitation and given the necessary 
information concerning the origins and transmission of infection. 
These courses are obligatory especially for employees of food shops, 
public baths, and for barbers, etc. Lectures for pregnant women 
are presented on the hygiene of pregnancy, with advice to be 
followed for alleviation of labour pains and on care of infants. 
There are also courses in mothercraft, and on correct nutrition and 
cooking for housewives. In all these courses great use is made of 
films, visual aids, exercises and excursions. 

We can observe the effectiveness of health education by consider- 
ing, for example, the proportion of women asking for cancer 
prevention examinations, by the level of health consciousness 
shown by research findings, by the interest shown by women in 
clinics, and by numerous other indications. The tide of health 
education in Czechoslovakia is advancing in line with general 
improvement in health welfare work (increase in the number of 
hospital beds, health personnel and facilities); it is therefore 
difficult to apportion the role played by health education as distinct 
from other factors. We are of the opinion, however, that health 
education for mothers has figured significantly in the rapid decrease 
in infant mortality in Czechoslovakia. 

We are still not satisfied with the manner in which education 
is apportioned among various sections of the community. 
Relatively too much effort is concentrated within health establish- 
ments, which means that the persons catered for are often already 
ill. We should like to shift some of these activities elsewhere, 
particularly into the country. From statistical analysis we believe 
that educational activities are concentrated in cities and that in the 
country there are relatively few. The plan for future years therefore 
contains considerably more rural projects than before. 

In the summer months, when many health workers go on holiday, 
the intensity of health education work falls. We consider this 
situation unsatisfactory for several reasons. People even on holiday 
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in summer resorts express interest in cultural or educational 
lectures ; health education should satisfy this interest in the future 
to a greater extent than at present. The slowing up of health 
education during the summer months is an error even from another 
standpoint : it occurs in those seasons when certain diseases appear, 
for example, poliomyelitis and alimentary infections. We must, 
therefore, strengthen health education in the summer by the use of 
various expedients. 

In building a socialist health education programme we have found 
of inestimable value methodological teaching aids from the Soviet 
Union. We follow health education activity in foreign countries 
with keen interest. The technique of flannelgraphs, which we have 
seen in the Health Education Journal, was an innovation to us. 

In conclusion, may we mention one more thing? The desire 
for peace between peoples and nations and efforts to gain higher 
health standards are closely related. A new war would undo 
everything for which health education is striving. 


FILMSTRIP 


BaBy’s BATHTIME. (Produced by 
Camera Talks in co-operation with 
Johnson & Johnson (Gt. Britain) 


and Johnson products for babies). 
undressing the baby, cleaning the 
buttocks, ears and nose, washing and 


for the National Baby Welfare drying the face and head, bathing, 
Council. 26 frames. Colour. drying and powderingthe baby, dressing. 
Illustrated notes. Price 42s.) feeding (with a bottle), and finally laying 


her to sleep in a pram. The photo- 





Although no mention of it is made 
either in the notes or on the filmstrip, 
this is intended for Norland Nurses ; 
it is not suitable for teaching mothers 
to bath their own babies because the 
situation depicted is not one with which 
they could identify themselves. The 
photographs show a Norland Nurse 
following, step by step, the routine of 
bathing a baby: preparing the room, 
(including a splendid array of Johnson 


graphs are very good, showing clearly 
what the nurse is doing as well as the 
brand name of the product she is using— 
Johnson and Johnson. The nurse looks 
competent and attractive and the baby 
is a winner. As an introduction to 
practical work during training the 
filmstrip is excellent ; but we deplore 
the blatant advertising. 


HELEN COPPEN. 
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BOOKS 


THe Normat Cuiip, by Ronald S. 
Illingworth. (J. & A. Churchill 
Ltd. 2nd edition, 1957. Pp. 356. 


Price 33s.) 

The first edition of this book marked a 
milestone in contemporary paediatrics. 
It demonstrated that paediatricians were 
no longer limited in their work to the 
treatment of the ill child but were 
equally interested and concerned with 
the recognition and maintenance of 
health. Professor Illingworth provided 
an authoritative source of informationon 
the varied scene of child health and 
development. His rich reference to 
current literature gave it a great sense 
of topicality and always made me feel 
up-to-date. 

In the second edition the scope has 
been widened to include years 4 and 5 
with considerable benefit to the reader. 
There are also three new chapters: 
accidents, toys and play, and the child 
in hospital, but in spite of these import- 
ant additions the length of the book 
remains virtually unchanged. This, the 
author says, is due to his “ rigid 
pruning *. 

This book cannot be too strongly 
recommended for all who work in child 
care, and the digestion of its contents 
would do much to dispel so many of the 
ancient beliefs and old wives tales’ that 
still dog us to-day. Even if the 
individual conclusions arrived at after 
examination of the relevant material 
differ, it will mean that there has at 
least been some thought about certain 
conditions and attitudes and might well 
influence the advice so freely given. 
This book deserves the firm place it has 
already found amongst paediatricians, 
general practitioners and _ medical 
officers of health. This second edition 
should find many new readers and play 
aS important a part as did the first 
edition. 

Davip Morris. 


ALL Our CHILDREN, by Simon Yudkin. 
(Max Reinhardt. 1956. Pp. 201. 
Price 12s. 6d.) 

This is an approach to child care from 
the point of view of human relationships, 
both within the family and between the 
family and the outside world. After an 
introduction in which he says that the 
pursuit of happiness is the ultimate end 


for all children, the author makes a 
critical examination of the various 
theories of child development. There 
are valid objections to certain aspects of 
all of them and the conclusion is drawn 
that “children make _ themselves”, 
that “* the human flowers in the garden 
in this way become the gardeners”. 
To be successful, however, children have 
needs determined by some _ broad 
general! laws of growth and development. 
How these needs can be supplied is 
described in the main sections of the 
book, which are called Growing Up, 
Family Affairs, Into the World, and 
The World is Theirs. 

A large number of topics is dealt 
with, among them matters which are 
conventionally regarded as problems in 
child care—discipline, pocket money, 
radio and television, the cinema, 
violence in play, sex, the Il+. Dr. 
Yudkin does not offer any clear-cut 
solution to individual problems ; 
rather he has succeeded in writing the 
most undidactic book that has ever 
appeared on a Subject already be- 
devilled by didactic teaching. It is 
interesting to learn that the first draft of 
the book was submitted to members of a 
parents’ club for discussion before 
publication. 

Many of the author's views are a 
mild corrective to an over-enthusiastic 
acceptance of doctrines which have 
laid responsibility for every departure 
from normal upon the shoulders of 
parents. Dr. Yudkin believes that 
parents also have rights as well as 
duties, and he does not believe that 
every error made by parents will result 
in life-long emotional disturbances in 
children. Here no doubt his long 
experience aS a paediatrician has been 
responsible for his confidence in the 
resilience of children. This resilience, 
he says, is “ enormous *’, and he wants 
parents to gain confidence from the 
realisation that their children can ** win 
the battles they have to fight... .with 
the minimum help from adults around 
them.” 

Dr. Yudkin writes with sympathy and 
understanding about ordinary children 
whose behaviour in reaction to their 
environment is logical and not patho- 
logical. Parents and other adults must 
be able to recognise the logicality of 
many events which usually cause them 
anxiety. The author's style is simple 
and a model of how to explain difficult 
ideas, many of which are abstract. 
An occasional charming anecdote about 
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a particular child—so graphic that one 
can immediately see the child in his 
Setting takes the place of the 
formidable case histories usually found 
in such books. Only a physician with 
close acquaintance with the child in 
sickness as well as in health could have 
produced such a specimen of “‘whole- 
ness." Parents must read this book ; 
doctors and health educators would be 
better off if they did. 


A. J. DALZELL-Warpb. 


Stupy Group ON PAEDIATRIC EDucaA- 
TION. (World Health Organization 
Technical Report Series No. 119. 
1957. Pp. 20. Price Is.9d.) 

The 18 paediatric experts from 12 
different countries are to be highly 
commended for this excellent report on 
paediatric education. They state well 
the factual case of what paediatric 
education entails and point to the 
details of how this may be achieved 
in a realistic way. Their concept of 
medicine and medical education is so 
refreshing and from such standpoints 
they cannot help but put paediatric 
education in its rightful role as an 
important part of medical education : 
“medical education has as a_ basic 
objective the preparation of good 
general physicians able to serve the 
community as well as the individual” : 
“the competent practitioner must 
recognise and be responsive to the 
social needs and health demands of the 
community and country in which he 
lives. This document could in fact 
be circularised with great effect to the 
deans of the medical schools to remind 
them, or make them aware for the first 
time, what medical education really 
means. 

The format of their plan for the future 
of paediatric education is what has 
already been achieved in some places, 
its extended implementation being a 
question of social, economic and 
educational development. Rightly in- 
cluded is the need for psychological 
orientation so sorely lacking to-day, and 
attention is drawn to the controversial 
topic of the link between the public 
health specialist and paediatrics ; their 
recommendations would enhance the 
present-day status and quality of work 
in this country. 

The epitome of this document is 
best felt in their statement “ all paed- 
iatricians should eventually become 


leaders in communal health work, 
fostering research and assessing and 
improving conditions as they exist in the 
community.” 


Davip MorkrIs. 


ACCIDENTS IN CHILDHOOD. (W. H. O. 
Technical Report Series, No. 118. 
1957. Pp. 40. Price Is. 9d.! 

In many countries in Europe accidents 
have become the most important cause 
of death between the ages of one and 
twenty years. That this has begun to 
cause concern in high quarters is shown 
by this recent W.H.O. publication which 
reports a first meeting of an advisory 
group drawn from several countries. 
The group is concerned mainly with 
various attempts to estimate the facts, 
which, as they point out, are the basis 
on which preventive measures can 
be adopted. Facts, however, are not 
always easy to come by. It is 
particularly difficult to obtain accurate 
Statistics of non-fatal accidents; in 
some types of accidents, for example, 
there are probably 200 non-fatal 
accidents for every fatal one. The 
cost of these in loss of health and 
working efficiency must be enormous. 
Moreover, the “‘near escapes” are 
usually not known at all, although a 
study of them may be as important as 
a study of the accidents themselves. 

The group gives useful suggestions 
towards the design of statistical studies, 
and points out that each country has 
different problems according to their 
cultural and industrial development. 
A stimulating example is given from 
Norway of a campaign concerned with 
drowning accidents in disused and 
badly covered wells, which shows how 
a careful study of a particular problem, 
followed by a propaganda campaign 
and legislation, can draw attention to a 
source of danger which is so scattered 
as to be thought unimportant, and 
result in a great lowering of mortality. 

As the group is concerned mainly 
with facts, it mentions preventive 
measures only in passing. It is to be 
hoped that the next report from this 
group will quote more detailed 
experiences from various countries of 
the preventive measures which are 
being taken, or have been taken, to 
deal with this modein menace to life. 


S. YUDKIN. 
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HouseEWIFE BOOK OF 
ILLNESSES, by Anne 
(Hulton Press. 1957. 
Price 6s.) 

It is difficult to condense and make 
comprehensible such a complicated and 
large body of knowledge as children’s 
illnesses. Anne Cuthbert has done this 
to perfection in this most useful book. 
She says it is intended as a reference 
book and this she achieves most 
successfully. The information — is 
accurate, Sufficiently comprehensive 
without being burdensome and the 
advice always practical. Such matter- 
of-fact information as how to take a 
child’s temperature (which it is always 
assumed everbody knows), what to 
put in a first aid box, and what a health 
visitor does, are random samples from 
this valuable book’s contents. It does 
not attempt to be a potted textbook on 
paediatrics and neither is it. For 
parents so often confronted by the 
minor upsets in children this book will 
prove most helpful, and parents whose 
children have more serious illness will 
find a clear picture of the essential 
features (information which should of 
course be obtained from the doctor). 
As a paediatrician I strongly recommend 
this little book and wish it all the 
success it deserves. ; 


CHILDREN’S 
Cuthbert. 
Pp. 95. 


Davip Morris. 


FORWARD TRENDS IN THE TREATMENT OF 
rHE BACKWARD CHILD, October, 
1957 issue (Twickenham Publishing 
Company in consultation with the 
Guild of Diploma Teachers of 
Backward Children. Pp. 32. 
Price 2s. 6d. per issue). 

For parents of backward children 
interested in understanding the problem 
of doing something about it this 
magazine would seem essential reading 
matter. It is full of valuable practical 
experience suitable both for teachers 
and parents, and should bring great 
comfort to those who have the problem 
of backwardness to deal with 


JOHN BURTON. 


50 QUESTIONS AND ANSWERS ON MENTAL 
Ituness. (The National Associa- 
tion for Mental Health. 1957. 
Pp. 22. Price Is.) 

This litthke booklet covers many 
questions with which those working in 
mental health are _ familiar. The 
answers are clear and concise and at no 


Stage beg the question. It should be of 
value to both laymen and discussion 
leaders 

JOHN BURTON 


ScHoot HEALTH AND HEALTH Epuca- 
TION, by C. E. Turner, C. M. Sellery 
and Sara L. Smith. (Henry 
Kimpton, Lond. 3rd ed. 1957 
Pp. 466. Illus. Price 30s.) 

This book, in its third edition, will 
be of considerable interest to the 
student teacher and all health educators. 
It has been written for the American 
reader, however, and it must be adjusted 
to suit our educational and medical 
systems. This is not difficult and the 
chapters are clear, complete, up-to-date. 
and easy to read. 

The authors have maintained a good 
balance and have used interesting data 
and illustrations. Fair space has been 
given to the relationships between 
school and community, the family and 
the health team. The promotion of 
mental health, safety education and 
curriculum planning are all well covered 
This is health education in theory and 
practice as we are led through many 
proven techniques in promoting school 
health. I recommend this textbook 
very strongly to all serious minded 
student teachers, teachers, school 
medical officers and all others interested 
in the wellbeing of children. 


DD. L. Porter 


MopeRN TRENDS IN GERIATRICS, by 
William Hobson. (Butterworth. 
1956. Pp. 422. Price 72s. 6d.) 
This is an excellent textbook—well 
edited, and compiled by a number of 
experts each writing on a special subject 
The book is well introduced by a 
chapter on General Problems of Ageing 
written by Hobson, and concluded by 
another equally interesting section by 
him on Employment, Retirement and 
Health. 

The volume is divided into chapters 
on a variety of subjects including 
biological, biochemical and clinical as 
well as social and research material. 

In a section on Hospital Care of the 
Elderly, by Morton, the development 
of Geriatric Units and their role in a 
general hospital are described and some 
sound advice is included on staffing and 
organisation of such a unit. 

In such a book it is most appropriate 
that there is a chapter on Problems in 
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the Home Care of the Elderly, for no 
study of Geriatrics could be considered 
as complete without consideration of 
this aspect-—and this section is most 
instructive 

There is a good balance between 
research, clinical and social matters and 
a high standard is maintained through- 
out. The book is well illustrated with 
diagrams, graphs, figures and photo- 
graphs, and it has a good index and 
ample bibliographical data. It should 
be widely read, studied and enjoyed by 
doctors working in almost all fields of 
medicine—and should be kept for 
reference in all medical libraries. 
Although it is essentially a medical 
textbook, many other members of a 
therapeutic team should find interest 
in many of the sections. It is a book 
which merits wide publicity 


Marjory WARREN. 


Stupies IN APPLIED ANTHROPOLOGY, 
by L. P. Mair. (University of 
London : The Athlone Press 
1957. Pp. 81. Price 13s. 6d.) 


This is a collection of essays dealing 
with the various aspects of social 
change with which the anthropologist 
or administrator is faced when attempt- 
ing to analyse, or administer, hitherto 
primitive peoples who are coming 
quickly and often violently into 
contact with western civilisation 

Everyone knows that changes within 
a society may disrupt the delicate 
balance which keeps a_ particular 
social structure in being and Dr. Mair 
points to the particular ways in which 
this pattern may be upset in the course 
of contact with other cultures, causing 
dislocation of social controls for the 
maintenance of law and order, and 
individual distress when habitual 
behaviour patterns prove inadequate in 
the new circumstances. She deals with 
the formal changes in institutions which 
are imposed on political systems, the 
effect of the introduction of new 
economic techniques, and the results of 
the impact of new religions. 

To the individual, in whatever 
capacity, who has to make his living 
in a country such as the author describes, 
perhaps in Africa, where peoples are 
rapidly emerging into the complexity 
of modern life from a relatively simple 
and stable mode of existence, this book 
1s valuable both as a stimulant to 


greater clarity of thought and a guide to 
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the likely problems which may arise in 
any field. It is an introduction, but one 
which is extremely readable and in- 
formative for the layman as well as for 
the student of anthropology. 


JOSEPHINE HARMSWORTH 


Srupy Kit ON TRAINING FOR COMMUNITY 
DEVELOPMENT. (United Nations, 


Department: of Economic and 
Social Affairs. New York, 1957 
Sales No. 1957.1V.6 Pp. 69 
Price 5s.) 


The study kit proper consists of 
eighteen short annexes totalling 42 pages 
preceded by 12 pages of general intro- 
duction in two sections: the first 
dealing with general considerations, 
and the second with the selection of 
personnel and with content and method 
The booklet is illustrated with ten good, 
full-page pictures. 

We are told in an introductory note 
that * the purpose of the kit is to provide 
a basis for discussion and lead to a 
pooling of ideas among directors of 
training centres, senior staff and other 
persons responsible for the training of 
community development workers ~ 
While most of the annexes are well 
chosen, it does seem a little out of place 
in a kit of this size and stated purpose 
to devote ten pages—nearly a fifth of the 
total text—to a very elementary and 
popular statement of the elements of 
communication, and three of the ten 
pages to a description of how to make 
(not how to use) a flannelboard. One 
short annex deals specifically with 
health education in a Colombiancontext 

rhe introductory text includes a goed 
discussion of * core content ” in com- 
munity development training but has 
remarkably little to say on training 
methods 

T. R. BATTEN 


How 10 Be Fit, by R. J. H. Kiphuth 
(Nicholas Kaye Ltd. Revised ed 
1957. Pp. 207. Price 15s.) 

This is a manual of physical exercises 
technically classified as “free move- 
ment” and concerned mainly with 
developing the trunk muscles which, the 
author says, tend to be neglected in 
most conventional physical activities 
The author is Director of the Gym- 
nasium and Professor of Physical 
Education at Yale University, and his 
book is distinguished from most popular 








works on this subject in that no 
foolproof system or purely personal 
view is offered. In an amusing foreword 
John Kieran measures the worth of the 
book by the so-called Hooton test, the 
tirst question of which is “ Is the man 
honest?” There is certainly no doubt 
of Mr. Kiphuth’s honesty and scientific 
integrity. He has distilled 40 years’ 
experience of dealing with the physical 
education problems of Yale students 

The book its in three parts. The 
first consists of 15 graduated lessons 
each comprising eight exercises, the 
total lasting 15 minutes in each lesson. 
These exercises are said to be suitable 
for any man, provided he is reasonably 
active. The second part is for younger 
men working in groups or in classes 
and the exercises are more strenuous 
Part 3 consists of exercises for women 
All the exercises are illustrated with 
clear line drawings which we are told 
by the author were sketched from live 
poses which were first photographed. 
As usual in such illustrations, it 1s 
rather difficult to visualise all the 
movements concerned 

The value of such a book is difficult to 
assess. Physical fitness involves more 
than well developed muscle groups 
and certain = modern ideas of 
posture attach more importance to a 
general pattern of movements and 
muscle co-ordination rather than gross 
muscular development. However, 
there is no doubt that regular physical 
activity imparts a feeling of well-being, 
and for those who have a liking for 
personal physical culture this is a 
reliable and scientific guide. 


A. J. Dauzitt-Warp 


HOUSEWORK WITH EASE How to 
avoid cumulative strain in the 
home, by T. McClurg Anderson. 
(Scottish Council of Physical 
Recreation. Pp. 28. Price 2s. 6d.) 

It is a sobering thought, when so 
much time is devoted in schools to 
physical education, that a booklet of 
this kind should be necessary. If the 
correct balance and rhythm of dancing, 
and the follow-through in games, were 
related to the correct postures needed 
in performing the vast variety of tasks 
throughout life, then we should not see 
so many housewives suffering from 
quite unnecessary fatigue caused by 


muscle strain. Most women would 
benefit enormously from the very sound 
advice given in this booklet, but it is 
doubtful whether many will have the 
interest, the patience or the time to read 
it in its present rather dull form. It has 
far too much text and many of the 
diagrams are confusing. Unless it 
is meant for intelligent student- 
housewives, to supplement a demons- 
tration lecture, a well-illustrated, witty, 
short article on how to be glamorous in 
one of the glossy magazines would 
probably be far more effective 


\. ApPiLBt 


SCIENCE AND THE Doctor, by F. R 
Eiwett AND J. M. RICHARDSON 
(G. Bell and Sons, Ltd. 1957 
Pp. 165. Price 14s. 6d.) 


There is need for good reading in 
schoo! and public libraries at the 
adolescent stage. This book will be 
popular, for it is written in a clear, 
simple and interesting style. The 
human introduction, using a General 
Practitioner, is good, and gives real 
meaning to the following chapters 
This is a historical book, telling us 
much of the history of medicine, but 
the history is lively and is only used as 
an accurate and developing framework 
on which to build a fascinating story 
The interest is held through all the 
chapters, as we are brought up to date 
in many fields of medicine. The book 
is well balanced, and the subject is kept 
in clear perspective. Readers will be 
encouraged in more interest in their 
personal health, and in the medical 
profession. There are good illustra- 
tions, though more could have been 
profitably included. This approach 
gave the authors the opportunity of 
including some mention of hospitals. 


the Public Health Authorities’ work 
and modern mental treatment, Fut 
these fields have unfortunately been 
omitted. 
D. 1. Porter. 
BIOLOGY IN THE SERVICE OF MAN, by 
F. Tyrer. (Longmans. 1956 
Pp. 312. Price IIs.) 


Frank Tyrer’s books convey to the 
reader the interest and enthusiasm of 
a real teacher. One feels immediately 
that biological values matter and it 
matters that children should know 
about the subject and enjoy it. This 
latest addition to his series of ** Discov- 
ering Biology ~ deals with a variety of 
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influences on living from Heredity 
to Bacteriology, Nutrition, Agriculture 
and Health Service organisation 

One regrets that Mr. Tyrer has not 
included psychobiology and sociology, 
because it would appear that to-day it 
is these aspects that are of most 
importance to man’s health. They are 
also of the greatest interest to children. 

The book should be very useful for 
schools and should also give many 
ideas to health workers who give talks 
to lay people. 


JOHN BuRTON. 


War SHALL We Draw? by Adrian 
Hill. (Blandford Press. 1957. 
Pp. 64. Price 7s. 6d.) 

In this book, as in _ television 
programmes, Adrian Hill stimulates 
the reader in more than just desire for 
craftmanship. He asks us to see things 
as they really are, and then to portray 
them. In easy style and clear steps the 
book unfolds some of the fundamental 
stages in sketching. More about 
composition, planning the picture on 
the page, could well have been included. 
The author is well known as a pioneer 
in art therapy, and this book will 
encourage those who wish to develop 
their ever present, but often latent, 
skills, rewarding them with the growth 
of an artist’s eye, and the satisfaction 
of creation. 

D. L. PorTeEr. 


Wives WHO WENT TO COLLEGE, by 
Judith Hubback. (Heinemann. 
1957. Pp. 164. Price 12s. 6d.) 


This is not just a_ re-assertion of 
women’s ~ thts and their equality with 
men. Tha’ in this day and age, is 


taken for geanted. Starting with the 
belief that women as well as men should 
have a chance to use their capacities to 
the full, the author conducted an 
enquiry into the lives and occupations 
of more than 1,500 married university 
women and their friends, in an attempt 
to discover how far these women were 
able to fulfil themselves as individuals, 
make a contribution to society and, at 
the same time, be good wives to their 
husbands. 

Those of us who are concerned with 
mass problems may have little interest 
in this book, which concerns itself with a 


mere eight per cent. of the female 
population. Mrs. Hubback _ stresses, 
however, that more and more women 
are going to university and more and 
more women are getting married—also 
that quality is more important than 
quantity. 

Those who are interested in research 
methods will glean useful information 
from the author's description of how 
she conducted her enquiry. She gives 
us both the text of the questionnaire 
and many of the answers and covering 
letters which form the basis of the 
evidence it produced. She amplifies her 
own text with tables of figures to satisfy 
the statistically minded 

In spite of its limited scope, this 
book touches on many topics of 
universal interest-money matters, over- 
tiredness, part-time employment, our 
aims in educating intelligent girls and, 
how to achieve happiness in marriage 
This is a book for husbands as well as 
wives and should give both teachers 
and employers much food for thought 


ANN ORBACH 


HEALTH SUCCESS AND HAPPINESS FOR 
You, by Irwinn F. Krimm. (Vantage 
Press, New York. 1957. Pp. 247. 
Price $3.50.) 

The level of the book is best described 
by quotation—* In spite of its extreme 
discomfort and unpleasantness a cold 
is actually a blessing to us because it rids 
our body of poisons which, if retained 
by us, would kill us in time. It ts 
foolish to try to suppress a cold through 
medicines, shots, or any other means 
because the cold will remain in your 
body only to spurt out later in a more 
severe form, since more impurities will 
have been added if you continue the 
same mode of living for a while longer. 

“Accumulation of waste matters 
bringing about colds are caused by 
habitual overeating, also by the con- 
sumption of toxic, acid-forming, and 
constipating foods which clog up the 
digestive system and overload our 
blood with poisons.” 

The title and chapter headings are 
skilfully chosen to seduce those ill, 
unsuccessful, miserable people in search 
of the elixir of life. It would be inter- 
esting to know what “ Ps.D. ” after the 
author’s name stands for. 


JOHN BuRION. 
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International Seminar 


for 


HEALTH WORKERS FROM OVERSEAS 


to be held at 


FROEBEL COLLEGE, GROVE HOUSE, 
ROEHAMPTON LANE, LONDON 


from 22nd to 25th APRIL, 1958. 


The Central Council for Health Education is arranging to hold 
a residential Seminar on HEALTH EDUCATION for Medical 
Officers, Health Educators, Nurses, Health Inspectors, Teachers, 
Social Workers and others concerned with the Health Education 
of the Public in Commonwealth and other countries overseas. 


The programme will be built around the special Health Education 
problems and needs facing participants in their various areas and 
will be designed to help them to carry out an effective programme 
of community Health Education in their particular fields. Attention 
will be devoted to basic concepts and principles of Health Education, 
to the methods and techniques of modern health teaching, and to 
the integrated use of educational materials. 


Ihe date of the Seminar has been fixed for the week immediately 
preceding the Congress of the Royal Society of Health to enable 
participants from abroad who may wish to do so to attend both 
meetings. 


The total fee for tuition and residence will be £10 10s. 
Further particulars and application forms can be obtained from 


The Medical Director, The Central Council for Health Education, 
Tavistock House, Tavistock Square, London, W.C.I. 
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